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ABSTRACT

Demand management has emerged as a strategy for health care organizations to
reduce costs by encouraging appropriate use of health services. Demand management
systems may involve health care “gatekeepers,” prevention and wellness programs, self-
care instruction, and frequently employ telephone triage and advice capabilities.
Telephonic triage at military installations in Europe is in its infancy. The financial
pressures of the newly fielded TRICARE-Europe, and the cessation of the CHAMPUS
demonstration project provided an opportunity to implement a telephone triage and
advice service as part of an integrated demand management system at a medium sized,
military community hospital in Germany.

This project discusses the design and implementation of a telephonic triage and
advice system as part of an emerging demand management strategy? supporting the
TRICARE primary care manager as it applies to the United States Army Medical
Department Activity-Heidelberg, Germany. The paper describes various systems under
consideration, outlines the decision making process using the Judge model decision
support instrument, and discusses pertinent personnel, procurement, facility, and legal

and ethical issues involved in implementation.
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CHAPTER 1

INTRODUCTION

Managed health care is defined by three parameters: quality, cost and access. The
military health service system (MHSS) faces challenges in implementing these tenets of
managed care while maintaining high quality medical treatment and improving access in
an era of dwindling financial resources. Strategies for implementing managed care must
address health care providers, payers and patients in order to affect positive and long
lasting change.

Congressional scrutiny of the MHSS forced the Department of Defense (DoD) to
explore various means to cost effectively manage the provision of medical care. Fielded
in 1993, TRICARE became the current DoD vehicle for managed health care change,
charged with improving beneficiary access to high quality care while containing growth
of MHSS costs (GAO Report 1995).

The beneficiaries of military medical services have had near carte blanche on-
demand access to the health care system. Access has not been well controlled, and
evidence indicates that many beneficiaries access the MHSS system through episodic
acute care contacts. The ability to effect patient demand for health care services is one

way of addressing the access portion of the managed care triangle.
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Demand management systems are described as “a loosely structured compendium
of concepts designed to encourage people to seek beneficial medical services with
appropriate frequency” (Wolcott 1995). Demand management systems take many forms.
Health risk appraisals, medical gatekeepers, and “triage out” are but a few examples.
Telephonic triage and advice systems offer another method of managing patient demand.
This method has been employed by several civilian health care businesses and, on a more
limited basis, in military health care settings. The most common structure requires the
patient to call the designated advice line where the patient’s concerns are addressed by a
health care provider, usually a registered nurse. Using an approved algorithm or
treatment protocol, the nurse guides the patient through a series of questioné to elicit the
details of the health care concem. The patiént may be advised to seek care immediately
at the nearest participating health care facility, make an appointment to see his/her
primary care physician, or be instructed with home care. Some phone advice systems
offer banks of taped instruction on a variety of health care éubjects that are available to
the caller. More sophisticated systems allow the advice nurse to actually appoint the
patient, when appropriate, in a timely manner with the indicated primary care provider.
Assessments by various companies report dramatic reductions in inappropriate care'
giving episodes with resultant cost savings and increased quality in patient/provider
encounters.

Demand management may have a broader definition encompassing a wide variety
of strategies and programs working in concert. Prevention and wellness programs,

patient education in self-care, chronic disease management and early intervention
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programs are examples. The general objective is to improve health behaviors, provide
preventive services, empower patient self-care, and use the health care syétem wisely and
cost effectively when needed (National Health Information, LLC 1995).

Telephone triage and advice systems appear to be a relatively untapped resource for
the military services, especially in Europe. The introduction of TRICARE into the
theater provides a ready environment in which to explore demand management systems.
This project will discuss the design and implementation of a telephonic triage and advice
system as part of an emerging demand management strategy, supporting the TRICARE
primary care manager as it applies to the United States Army Medical Department
Activity-Heidelberg, Germany. Appendix A provides a glossary of terms referenced

throughout this study.

Conditions Which Prompted the Study

The United StateslArmy Medical Department Activity-Heidelberg (USAMH) is
one geographical and command entity under the European Regional Medical Command
(ERMC), supporting the United States Army Europe (USAREUR). USAMH describes a
military health care system comprising nine outlying clinics and a community hospital.
The catchment area encompasses 6,216 square miles in central Germany. The
community hospital itself is a fifty-six bed, fifteen bassinet facility located on
Nachrichten Kaserne in Rorbach, on the southern edge of Heidelberg. This hospital
provides support to all outlying clinics, some of which are located quite some distance

from the hospital. The Stuttgart clinic is seventy-four miles southeast, while the
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northernmost clinic, Butzbach, is seventy-nine miles away. Total beneficiary population
in the USAMH area of responsibility totals 72,928 (SIDPERS TPF dated 24 Oct 1996,
USAREUR demographic profile 1995, and DEERS data March 1996).

Each outlying clinic and the hospital have primary care departments. At the
hospital, patients not assigned to the Family Practice clinic obtain routine care through
the Outpatient Department. Military members use the sicic—call system, which operates
from 6:30 A.M. until 9:00 A.M. daily. Some clinics, like Family Practice, operate their
own sick call system for those patients assigned to their service.

USAMH uses a central appointment system staffed by five individuals.
Appointment clerks rely on the patient’s own assessment of need to generate an
appointment with a provider. Some patients request appointments with a specific
provider, especially if they have been assigned a provider in the Family Practice, Internal
Medicine or Pediatric clinics. Those patients without assigned providers are appointed
with the first available practitioner. Each clinic develops an appointment template
indicating available providers and times. Central appointments receives the templates
and appoints patients up to six weeks ahead of time.

In addition to the central appointments system, another point of access is the toll
free number to the Emergency Room (ER). A patient may request to speak with a health
care provider, and usually a nurse handles the call. Patient demographic information and
the substance of the call is recorded on Department of the Army Form 5008. The original
copy of the form is eventually filed in the patient's outpatient medical treatment record,

and the second copy is kept on file in the ER for one year. To assist the patient, the nurse
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may consult the phone triage book available at the front desk. Some nurses use the book
as a personal self instruction manual to occupy their time during slow periods. There is
no requirement to use the triage book for all telephone consults, and there is no
standardization of triage in any of the nine outlying clinics.

Some nurses enter a note on the Composite Health Care System (CHCS) electronic
record in order to capture workload as a telephone consult. A recent audit of ER usage
over nineteen months determined an average monthly workload of 2,148 visits, including
phone calls (Draper 1996). There was an average of 515 monthly phone calls between
February 1996 and July 1996 (Draper 1996). The actual patient disposition after
contacting the ER by phone is not known. Patients may seek care at a local national
facility, at the hospital itself, or at a later time with a clinic health care provider. There is
no consolidation of information or continuity of care. As a result, care rendered in the ER
and on sick-call is episodic and not coordinated with the patient's primary care provider.

The hospital maintains an ER with twenty-four hour coverage. However,
emergency rooms or acute care clinics in the outlying medical treatment facilities close at
4:00 P.M. Patients seeking care after normal duty hours have three options: use the
American military community hospital in Heidelberg, use a local national facility
(Krankenhaus) near their geographical location, or deliay care until normal operating
hours.

Anecdotal remarks, and interviews with primary care/emergency room providers
indicate that patients inappropriately access the health care system through the ER and

outpatient sick call. A 1995 Survey of Emergency Room Utilization conducted at
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USAMH determined that of those surveyed, nearly 78% used the ER two to five times or

more in the preceding year. A vast majority of the patient encounters (86%) were
considered “non-emergent” or “non-urgent” (Cardy 1996). In a recent comparison of

utilization of the ER and the Outpatient Clinic, which provides care on an appointment

‘basis, the ER accounted for 68.7% of 33, 989 visits (Deardon 1997). These findings are

similar to those reported in the literature.

According to ER personnel, most of the telephone calls pertain to pediatric
situations. The USAMH population includes 32,793 family members, many who are
young spouses with small children. A recent study of USAMH emergency room service
determined that 23.8% of patients treated in the emergency room were under five .years
old (Draper 1996). Current military operations demand frequent deployments of the
military member, varying in duration, leaving the spouse and family with a limited
support group in a foreign country. Stress and confusion is very common in this
population, adding to the propensity to access the health care system for reassurance as
well as treatment.

In an era of restricted budgets, the U.S. Army Medical Department Activity-
Heidelberg is actively seeking ways to optimize their economic resources. The impetus is

even more urgent with the discontinuance of the Civilian Health and Medical Program of

the Uniformed Services (CHAMPUS) demonstration project in July 1997. This

demonstration allowed patients to access care with local national providers with no cost
share or deductible. The current CHAMPUS bill for in- and out-patient treatment in the

USAMH area is approximately twelve million dollars (minutes of the Integrated Service
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Network meeting, 11 Sep 1996). Effective 1 October 1997, USAMH becomes fiscally

responsible for any patient referred to a local national provider receiving CHAMPUS
reimbursement.

A method for containing costs is managing patient demand for health care services,
both routine and perceived “emergency” access. Cost evaluation of ER care determined
an average variable cost of $16.82 per visit (Deardon 1997), compared to the average
variable cost of a Family Practice Clinic visit of $13.65 (Ledlow 1996).

Other military services recognized the need to moderate patient demand for health
ca;e services, especially in geographically remote areas where facilities are limited. In
November 1995, the United States Air Force Europe (USAFE) contracted for services
with a telephone advice company, Access Health. Access Health provides telephone
advice services to many health care organizations, including military installations in
TRICARE Regions 8, 9, 10 and 11. The Air Force established this “Ask-a-Nurse”
capability at their facilities at Spangdahlem/Bitburg in the Eifel Region of Germany, and
Aviano Air Force Base in Italy. This service provides only advice to the estimated
21,400 involved beneficiaries, and received an average of 197 calls per month over the
last ten months (Sickafoose 1996 and Hill interview1996). The company’s self
assessment reports indicate 53% of patients who accessed their system were redirected to
a lower cost health care alternative (Access Health 1996). Outside of the self-report,
there is no supporting data to reflect actual patient action. This system is also unable to

make an appointment for the patient at a designated clinic.
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During the strategic planning conference in June 1996, ERMC identified twenty

goals. One goal, based on a cost-benefit analysis, was to establish a health care
information line integrated with the appointment system. USAMH was identified as the
test site for this initiative. |

In June 1996, the Chief of the the Health Systems Management Division (nee
Clinical Support Division) proposed a business plan for the "Von Steuben Integrated
Health Care Network" to the hospital executive committee (Appendix B). This plan
outlined the economic advantage for creating é telephone advice/triage line integrated
with the appointment system. Based on that proposal, first year cost savings were an
estimated $736,658 (see appendix B). Thé Executive Committee established a work
group to study and implement such an integrated system. The work group, dubbed the
Integrated Service Network (ISN) Work Group, was established in August 1996. The

author served as a consultant to the work group.

Statement of the.Problem
How can USAMH effectively manage patient demand for medical treatment while
ensuring high quality and controlling costs? What role does a telephone advice and triage
system have in the dgmand management system? What is the best telephone
triage/advice system that will meet the needs of USAMH? How will the system be
implemented? What are the personnel, training and resource needs? Can a commercial
“off-the-shelf” system seamlessly integrate with CHCS to allow patient appointment

capability? This paper will deal with the selection of a telephone triage/advice system as




9

part of mahaging patient demand for medical services at USAMH, and will describe the

implementation process.

Literature Review

The concept of telephone advice and a triage capability has been used in several
settings. Usually, the concept has been employed in emergency rooms and physician
offices, especially during after normal office hours. The idea behind the French word
triage is “to sort.” In telephonic triage a health care provider, usually a nurse, responds to
a patient’s call by assessing the symptoms and advising the patient’s disposition. This
may result in the patient reporting to the health care facility directly for urgent/emergent
care. More often, the patient receives advice in self-care procedures, or may be referred
for care with a more appropriate level of provider rather than th¢ emergency room.

The nurse may rely upon his/her own experience and knowledge to perform triage.
More recently however, physician-approved protocols and algorithms have been
standardized and implemented in various health care settings. These medical decision
making tools may be generated locally at the health care facility itself or commercially
obtained. They may or may not be computerized.

The field of telephone triage nursing is evolving into its own subspecialty. In 1995,
the American Academy of Ambulatory Nursing created a Special Interest Group for
Telephone Triage Nurses (Webster 1996). Most recently, an electronic magazine (an e-
zine) offering a newsletter for and about telephone nursing services was created in August

1996 (Webster 1996).
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Telephone triage systems are not without some problems. Rupp, Ramsey and
Foley (1994) cited several studies where phone triage was often incomplete and
inappropriate, and in their own study found 37% of clinics giving inappropriate advice.
Proper training of advice/triage personnel is paramount to the success of the system
(Glasper 1993). Farr (1993) recommends using critical care nurses as telephone advice
nurses based on their ability to discern critical versus non-critical situations, even if using
the benefits of a protocol or algorithm.

Liability issues are still being questioned, especially across state lines. This area is
the subject for discussion on-line and in telephone advice/triage nursing conferences.
(Webster 1996 and Gobis 1996). The Joint Commission and Accreditation of Health
Care Organizations (JCAHO) may find triage/advice services an item of interest and
examination. The National Committee for Quality Assurance (NCQA) has already
included some triage centers based in health maintenance organizations (HMOs) in their
accreditation surveys (Webster 1996).

Telephone triage is an important element of demand management. In addition to
triaging health problems, the advice nurse can provide information to callers and create
more knowledgeable health care consumers. This is the basis for the Healthwise
Communities Project in Idaho, funded in part by the Robert Woods Johnson Foundation.
This four million dollar demonstration project uses a self-care manual, self-care classes to
the community, physician training to support self-care manual use, books, information
and videos at self-care resource centers; and a toll-free confidential telephone consultative

service staffed by nurses (Cantor 1995).
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Purpose of the Study

The purpose of this study is to describe the complexities of defining and designing
a telephone triage and advice service as part of a demand management system that meets
the needs of USAMH, and to describe the implementation process. Implementing a
demand management system is very complex and involves numerous functional areas:
primary care providers and clinics, patient appointments, information management,
department of nursing, contracting and logistics, resource management, education and
training, and personnel. The community at large is a very important stakeholder in the
operation. The command climate creates the environment for change. The peculiarities
of living in a foreign country provide additional challenges, as does the question of
liability. The author will describe the process of selecting a telephone/triage system, and
identify and evaluate the critical issues involved in the implementation of a demand

management system.




CHAPTER 2

METHODS AND PROCEDURES

The Executive Committee established a work group to study and implement a
health care information line integrated with the appointment system. A telephone advice
line married with the appointment system could form elements of a demand management
system effecting the overall demand for medical services at USAMH. The ISN work
group began its efforts in late August 1996.

The work group was multi-disciplinary, including representatives from Central
Appointments, Department of Nursing, Outlying Clinic Command, Information
Management, Community Health and Primary Care Medicine; in short all of the
functional areas that would be directly impacted by the institution of a telephone triage
system. 'fhe Chief, Information Management Division and the Baylor Administrative
Resident originally functioned as technical advisors to the group. The work group
became the research and recommendation arm of the Executive Committee. Team
members are listed at Appendix C.

The working group met weekly. Over the next two moriths, the ISN work group
reviewed literature pertaining to demand management and triage call centers, and
discussed the structure of the ISN using the concept proposed by CPT Ledléw, the Chief,
Health Resources Management Division (formerly the Clinical Support Division) in the»

12
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Von Steuben Integrated Health Care Delivery System (Appendix B). There was frequent

communication with TRICARE-Europe as the higher oversight body, and with the
USAFE Surgeon’s office.

The work group defined the demand management concept to fit the environment at
USAMH. Telephone triage nursing as an instrument of demand management emerged as
a viable concept to move toward an integrated health care delivery system.

Triage capability needed to be refined. Some form of telephone triage had been in
use for a few years in the ER using a triage book, Telephone Triage Protocols for Primary
Care by Woodke, dated 1994. This manual had not been reviewed or approved by the
USAMH Credentials Committee. Outlying clinics within the USAMH region were
interested in ordering similar books to use in their facilities.

The work group defined the limits of telephone triage. The call ceﬁter would not
become a “911” emergency service, crisis hot-line or poison control center. Such calls
would be transferred to the ER or the caller would be instructed to report to the nearest
German hospital for emergent care. The work group recognized the value in being abie
to identify (by name and location) and give directions to the nearest local national facility
to the caller, and to be able to notify the on-call Patient Liaison for assistance. Patient
Liaisons are bilingual representatives of military medical activities that coordinate patient
care in local national health care facilities, provide translation, and reduce anxiety for

beneficiaries receiving care in such facilities.
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Three courses of action emerged as methods to standardize the triage system within
the USAMH area: develop an USAMH specific triage book, purchase a book for use
USAMH-wide, or automate the triage system with an off-the-shelf system. The work
group agreed that to create a njage system de novo, either hard copy or automated, with
in house resources would be too time consuming and cost prohibitive. Using a book
USAMH-wide limited the ability to keep medical information current and interject
information for widest dissemination on a short time schedule. Research then focused on
available off-the-shelf software systems.

Sources of information included the Internet, products di§cussed in the literature,
and personal experience from others in the hospital. The Deputy Commander for Nursing
supplied the work group with an information packet from Informed Access obtained
while attending the Interagency Institute for Federal Health Care Executives Conference,
in September 1996. Others members of the command had experience with other
commercial call centers using the Healthwise product.

In order to effect the most control on patient demand behavior, the most desirable
system required near seamless integration with an appointment capability. Therefore the
system would need to employ CHCS, which was fielded in USAMH within the previous
eight months, as the appointment vehicle. The work group devised a plan for a demand
management system based on the use of an off-the-shelf commercial software triage

system integrated with CHCS.
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The work group presented a decision briefing to the hospital Executive Committee
on 30 October 1996 (Appendix D) with a tentative implementation goal of 1 February
1997 to coincide with TRICARE-Europe activation. The working group received
approval to proceed with the process of selecting a software system, developing a staffing
plan and identifying needed resources. The Executive Committee agreed to fence
$60,000 of core budget for the project. The Executive Committee also voiced concern for
appropriate marketing, both internal and external. The Executive Committee determined
the timetable to be unrealistic, with a March-April 1997 implementation more likely. The
implementation timetable was changed several times. TRICARE activation was
rescheduled for 1 April 1997, and contracting delays forced a more pragmatic
implementation schedule. USAMH is now working toward an 1 August 1997 activation
of the call center.

The plan called for an initial test period of the telephone triage system in the
immediate Heidelberg hospital area for three months, then extending the service to one of
the smaller outlying clinics (Babenhauéen) for another three months. Outcomes
measurement and data analysis with continuous improvement in processes would occur
throughout the test period before expanding the service to the entire USAMH area of
interest.

The author proffered the use of the Judge model decision fnaking instrument to the
ISN work group as an objective instrument in evaluating triage software systems. The

ISN work group determined the desired features in a telephone triage/advice system. To
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be most objective, a set of criteria needed to be defined prior to extensive knowledge of a
particular product. The work group developed a set of criteria and assigned weights to
each (Appendix E) for use in the Judge model (Appendix F). Compatibility with CHCS
was integral for effective control of patient appointments at the appropriate level of care.
Hardware requirements fed into procurement and computer support. Ease of training and
operation directly involved personnel issues.

The work group decided that the best method of evaluation would have the various
software companies provide on-site demonstrations. This offered exposure to the widest
audience and afforded immediate feedback on the system’s capabilities. Each member of
the audience would be involved with the evaluation process.

As the need for on-site demonstrations became apparent, contracting and

procurement issues were identified as potential “mine fields.” The Chief of Medical

Materiel Branch, most familiar with this arena, became an ad hoc member of the work

group. The work group solicited information from several companies offering
computerized triage systems. Three vendors were needed for objectivity in unbiased
procurement procedures. After consultation with the Regional Contracting Office,
requests for no-cost demonstrations were submitted to vendors in early January 1997.
The demonstration period ran from mid-January to mid-March. Detailed descriptions of
the software systems initially considered appear in Chapter 4.

Invitations to the demonstrations were exténded to over thirty members of USAMH

staff from all departments and services, including direct users of the system, clinicians,
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administrators, the clinic commander and chief nurse of the first test site (Babenhausen),
and the Executive Committee. The TRICARE-Europe Health Promotions Coordinator
and the USAFE Surgeon’s representative, both actively involved with telephone triage
and demand management from a strategic level also participated. All invitees received a
criteria evaluation sheet with verbal instructions for completion (Appendix G).
Evaluation of the systems occurred during the vendor on-site demonstrations. This same
audience was also invited to test prototypical software offered by the various companies.
Fifteen people attended the Healthwise demonstration and twenty-two attended the NHE
demonstration. Not all attendees completed an evaluation form. Only three people
elected to test demonstration software from the three vendors that was available ad lib in
the Managed Care Branch.

Other users of commercially available products under consideration provided
valuable insight into the practical application of the products. Members of the ISN
committee and the author consulted current users of telephone triage systems in the
continental United States (CONUS). Users’ experiences balanced advertising promoted
by the vendors, and allowed vicarious evaluation of the reliability, validity and
application of the various systems.

To evaluate Heélthwise, I spoke with Captain Fudge-Morris at Weed Army
Community Hospital at Fort Irwin, and Captain Amick af Mountain Home Air Force
Base in Idaho. I personally conducted an evaluation of National Health Enhancements by

observing their own call center in operation in Phoenix, Arizona and the advice nurse line
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at Providence Hospital in Sandusky, Ohio. I also observed the call center/advice nurse
telephone centers in other health care institutions that did not use any of the systems
under consideration.

In January 1997, the ISN Working Group determined that the term “Integrated
Service Network” did not adequately describe the telephone triage/advice line service. A
new name, Patient Access and Advice Line or PAAL, offered a more customer friendly,
operative term for the service. Subsequently, the work group was known as the PAAL
work group. The PAAL concept was presented during the USAMH Strategic Planning
conference in February 1997, and became an integral part of the planning for business
operations throughout the hospital system. The demand management concept, including
the PAAL, self-care classes and beneficiary self-care manual use, was briefed to Méj or
General Gray, the USAREUR Deputy Commander in Chief, Personnel on 13 March

1997. General Gray was very supportive of the demand management initiative.




CHAPTER 3

RESULTS

The numerical results of the Judge Model evaluation of National Health
Enhancements, Healthwise and Multi-Media Data Systems are presented in Appendix H.
A compilation of the subjective comments of NHE and Healthwise is at Appendix L.

The Healthwise and National Health Enhancements products were nearly equitable
in numerical comparison. Final selection eventually became a more subjective
assessment of the products based on the commentary of the test audience, reputation of
the product from other users, and from the presentation by the company representative.

The MDS software did not receive the same groui) scrutiny. The company
provided a demonstration software disk that was evaluated by select members of the
PAAL working group rather than provide an on-site presentation. The software was
made available for the larger evaluation.audienc’:e to test, but no others provided input.

The author assisted in the development and presentation of a decision briefing for
the Executive Committee on 12 March 1997, recommending the selection of the

Healthwise System (Appendix J).
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CHAPTER 4

DISCUSSION

This chapter addresses the specific features of the telephone triage software systems
under initial consideration, and provides background for the quantitative evaluation
described in the preceding chapter. In addition, this chapter describes the considerations

involved in the implementation of a demand management system at USAMH.

National Health Enhancements, Inc.

National Health Enhancements, Inc. (NHE) is a publically owned corporation based
in Phoenix, Arizona. Their primary products are the Centre;maxTM knowledge base and
data tracking software and the Voicemax™ pre-recorded health information libraries.
Major managed health care plans employ NHE products, such as the Henry Ford Medical
Center, CIGNA Health Plans, Mount Sinai Medical Center, and the Children’s Hospital
of Denver.

NHE features a very sophisticated product. NHE depends on the expertise of
medical industry leaders, most notably Dr. Barton Schmitt of the Denver Children’s
Hospital, whose algorithms are used exclusively for pediatric medicine. The company ;
also has an exclusive relationship with Micromedex®, with its extensive advisory board

of over four hundred physicians, to provide the information underpinning the adult
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medicine algorithms. The protocols are continually updated and delivered tp customers
annually upon receipt of the annual maintenance fee.

The Centramax™ knowledge base includes a highly sophisticated and fully
integrated call manager system. The protocols have codes in the lower right hand of the
screen that alert the triage nurse to the urgency of the symptoms. The call manager
automatically records the information given to the patient and indicates the protocol
employed and the nurse’s initials/name. The software has the capability of faxing
information to six different locations, to notify payers, providers and facilities of the
disposition of the patient. Each screen has active “buttons” that allows the triage nurse to
switch from function to function with a mouse.

The data base can be searched by name, age, patient number, or health plan.
Centramax™ is not completely integrated with CHCS, and would require batch loading
of information into CHCS. NHE employs the Oracle data base, designed to handle over
five hundred thousand individual entries.

The Voicemax™ option allowé the caller to select from a library containing pre-
recorded tapes on over twelve hundred health education topics. The software is not
paired with any self-care text, nor is any self-care text recommended as the audio-library
replaces the text. The triage nurse can route the caller to the library, or the caller can
select the subject him/herself through a touch-tone phone. Many civilian communities
employ such a medical audio-library. The audio library text is identical to the

information that the triage nurse has available to verbally relay to the patient, and to the
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hard copy text that can be printed and mailed to a patient that desires additional
information. The data collection and report generation is considered the gold standard in
the industry.

In addition to providing demonstration software disks, NHE conducted an on-site
demonstration on 24 January 1997. The author was also able to visit the NHE offices in
Phoenix and observe an active call center in operation.

NHE has a keen interest in developing overseas markets. They proclaim
themselves to be the industry leader in telephone triage software and demand
management systems. They are working closely with Blue Cross/Blue Shield of Western
Europe and are establishing business relationships in England.

The initial license fee quoted for the Centramax™ and the Voicemax™ was
$69,500 and $59,500 respectively. The annual license and support fees totaled $34,500
for both. The training and implementation team came at a cost of $30,000. A bundled
package of software and training approached $90,000 not including the annual
maintenance support. The company has approximately fifty individuals available for

technical assistance and a professional training team.

Healthwise, Inc.

Healthwise, Inc. founded in 1975, is a non-profit corporation based in Boise, Idaho.
Their mission is “to help people do a better job of staying healthy and taking care of their
health problems” (Healthwise 1997). The company has won numerous awards from the

Centers for Disease Control, U.S. Department of Health and Human Services and the
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World Health Organization. Healthwise has numerous clients in managed care
organizations (e.g., Kaiser Permanente, Group Health of Puget Sound, and Sentara);
employer groups (e.g., JCPenney, Westinghouse, Coca-Cola Bottlers); and public and
Department of Defense sectors.

The company is a partner in the Healthwise Communities Project involving
250,000 residents in four southwestern Idaho counties, underwritten by several
businesses, insurers and industries, and a grant from the Robert Wood Johnson
Foundation. The purpose of the project is to inform and empower consumers to take
care of their health problems in partnership with their health care providers.

The company publishes five self-care books, most notably the Healthwise
Handbook self-care manual, in its 12th edition, which addresses over 180 health care
problems, and the Healthwise for Life self-care manual tailored to the older adult. The
Healthwise Handbook is already used by the Region 11 Managed Care Contractor for
TRICARE Prime enrollees (Carpenter 1997). The handbooks afe also printed in Spanish
and German. ' |

The Healthwise Knowledgebase™ is a comprehensive health information resource
written in consumer-friendly language and organized around medical decision points. A
nineteen member Medical Review Board led by a family practitioner develop and update
the Knowledgebase™. Some seventy other medical specialists provide topic review.
The Knowledgebase™ is a Microsoft® Windows™-based system that can be used by

triage/advice nurses, loaded on the local area network for availability to patients and
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health care providers, and placed on the Internet for on-line users. The Knowledgebase™
can be added to an organization’s website server for an estimated cost of two cents per
member per month (Carpenter 1997).

The Knowledgebase™ Symptom Manager is the triage application with over 170
symptom-based health topics that allow a trained health care professional to assess the
severity and urgency of a health problem, and make a decision regarding the appropriate
level of care. The Call Manager™ application is the tracking and reporting system used
by the advice nurses. The Health and Disease Manager™ application provides some
20,000 pages of comprehensive information on over 125 complex medical problems
organized aroundb medical decision points. There are several extensive electronic
information resources available through the Symptom Manager™ and the Health and
Disease Manager™, such as electronic versions of the Healthwise Handbook, drug
reference and the Consumer’s Self-Help Clearinghouse.

Healthwise does not sell a service, but selis software, trains personnel to use the
system, installs software that interfaces with existing client information systems. The
cost quoted for the software was $27,000 and $15,000 for training. The cost of the
Healthwise Handbook is approximately four dollars per book with a cover customized for
the organization.

The Healthwise representative, Mr. Tad Arnt, provided demonstration software for

thirty day use, and an on-site demonstration on 6-7 February 1997.
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Informed Access, Inc.

Dr. Barry Wolcott, former Army physician and current executive director of
Informed Access, Inc. (IAS) provided a briefing to assembled military leaders at the 89th
Interagency Institute for Federal Health Care Executives Conference, Washington, DC in
September 1996. The Deputy Commander for Nursing supplied the working group with
a videotape and information packet that included several published articles on demand
management. The videotape provided an excellent background for educating group
members and the Executive Committee on the power of a triage system.

Informed Access uses the proprietary FirstHelp™ algorithm-based system featuring
562 clinical algorithms and 1,169 sets of self-care instructions integrated with the
FirstHelp™ logic. IAS claims a meaningful degree of demand management through
thorough documentation and consistent information from call to call and from nurse to
nurse. The system is a UNIX-based operating system, but the company was working on
an IBM version that was to be available in early spring 1997.

FirstHelp™ is licensed on a per terminal per month basis with a minimum of four
terminals. The licensure rate plus the startup fee exceeded $100,000 which is the ceiling
for non-competitive contracts. Informed Access did not respond to requests for an on-site
demonstration. The cost of the product, non-PC based system, and anecdotal reports
from other military installations that changed from IAS systems to another company

lowered the priority for consideration of their product.
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Multi-Media Data Systems, Inc.

Multi-Media Data Systems, Inc. (MDS) was founded in 1993 with the objective to
provide software solutions and services for the healthcare marketplace. Their proprietary
Patient Encounter and Records Information System (PERIS®) Health Advice Line
software is based on the work of Shicla Q. Wheeler, considered a pioneer in triage
nursing and author of Telephone Triage: Theory, Practice and Protocol Development.
Wheeler’s text primarily assists health care organizations in developing their own triage
protocols. Audio tapes designed to provide initial and sustainment training for triage
personnel are also available. The PERIS® Resource Scheduler mimics the CHCS Patient
Appointment Scheduler and Managed Care Program modules, and the PERIScn'pt®
allows electronic prescription and laboratory ordering similar to the laboratory and
pharmacy functions in CHCS.

As of December 1996, none of the triage algorithms were automated. However, an
automated product was in the works (electronic mail message, Eilermann to the author,
March 1997). The work group contacted Mr. Eilermann bregarding the potential for an
on-site product demonstration. The company provided a demonstration software disk for
initial evaluation. The author and CPT Ledlow, Chief of the Health Resource
Management Division, evaluated the MDS soﬁwafe and briefed the rest of the working
group. The software was available for others to test at their convenience, but no one else

evaluated the product.
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The MDS software system was very rudimentary compared to the other software
products available and contained many typographical errors. The author noted that the
software forced the triage nurse to proceed through each protocol screen before indicating
the urgency of the situation and recommending advice. The default information was
always referral to the medical facility emergency services. Information captured after the
call was completed was not protected, and could be altered after the fact. This feature
posed a potential compromise of medical information necessary for risk management and
quality improvement evaluation. The work group did not pursue pricing information

based on the assessment of the product.

Justification for Healthwise Purchase

The decision to implement the system using Healthwise has some distinct
advantages. The company produces an award winning self-care book that has been rated
the best through focus group evaluation. Self-care information is mandated by the
TRICARE Europe Regional Health Services Plan. Coupling use of a self-care manual
with locally available self-care classes fulfills this mandate considering the limited tele-
communications infrastructure in Europe. Other companies under consideration did not
use a self-care book.

The use of one book reduces the cost and overhead burden of handling two books
currently used in theater, Take Care of Yourself and Take Care of Your Child. The
software supports information covered in any of the self-care texts, so there is little

conflict with assets currently available. Over 13,000 self-care manuals have already been
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purchased for Heidelberg by USAMH Preventive Medicine and TRICARE-Europe

combined, and stocks of those texts will be used prior to purchase of the Healthwise text.
TRICARE Europe Support Office is prepared to support USAMH in future purchases of
the Healthwise text.

Supporting the self-care manuals and self-care classes with complementary
automated triage software provides reinforcement of the self-care capability. The ability
to appropriately appoint patients with their TRICARE PCM completes the demand
management triad.

Healthwise has extensive experience with DoD clients and is familiar with CHCS.
The company’s innovations are continuously trying to improve the connectivity with
CHCS to satisfy DoD cuétomers. They are currently working with some of their larger
clients at Wright-Patterson AFB and Okinawa Naval Base in using CHCS as the tracking
database instead of their own Call Manager (Amt, electronic message to the author, 1
May 1997). Military facilities are familiar in using CHCS to generate various reports.
However, DoD(HA) is developing other reporting requirements to measure effectiveness
of managed care initiatives. It remains to be seen if the CHCS generated reports will
satisfy the new requirements.

Lastly, cost of the software, licensing and training package was of concern. The

Healthwise product was the most affordable quality product available.
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Procurement

From the outset, the Executive Committee and Resource Management Department
were committed to pursue a demand management instrument. An initial rough estimate
of $60,000 was “fenced” during deliberations of the quarterly Program Budget Advisory
Committee (PBAC) meeting to be applied to the purchase of the desired system.
USAMH pursued grant funding for its demand management initiatives from DoD(HA),
but was unsuccessful. Cost obviously played an important role in the decision of which
system to buy. Unfortunately, resources are limited, and the committee had to bear this
in mind when making their recommendation to the Executive Committee.

The author and the Chief of the Medical Materiel Branch met with representatives
of the Regional Contracting Office (RCO) in December 1996 and again in March 1997 to
lay the groundwork for sole-source justification purchase of the product. Many of the
key players in the PAAL were new to the procurement process. Me;eting with contracting
representatives insured that the committee was in compliance with procurement
regulations and laws early on, and that we were assured of obtaining the product we
wanted.

Although the author felt that many of the procurement pitfalls were avoided, not
everything went smoothly. Apparently, a well-meaning contracting representative,
unaware of the desire for sole-source procurement, alerted NHE, Healthwise and MDS
for a competitive bid process. This created a lot of confusion and generated ill-will

between the companies and the indicated purchase Point of Contact, which was the
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author. Several phone calls to the RCO involving the supervisory chain rectified the
situation, however the confusion raised the specter of a contested procurement action.
The author, the Chief of the Medical Material Branch, RCO legal counsel, and the
contracting supervisor met on 4 April 1997 to discuss damage control and devise a plan
of action.

Legal counsel explained the process of a contested action, in which an aggrieved
bidder had ten working days to respond upon notification of the award of a contract. The
Government Accounting Office becomes involved, and has the authority to delay a
contracting action for up to one hundred days pending an investigation (Tudor 1997).
This would have delayed implementation of the call center until at least September 1997.
Counsel advised the author on statements to improve the sole source justification clearly
making the Healthwise system the product of choice. The RCO accepted the
responsibility of contacting each of the three companies offering an explanation for the
erroneous competitive bid process. The sole source award became effective 15 April
1997. As of 22 May 1997, the author was still receiving inquiries about the contracting
confusion from NHE, however the contract with Healthwise went uncontested. The

original and amended sole-source justifications are at Appendix K.

Ethical and I egal Issues

There are many ethical issues surrounding demand management. Perceived
limitation or rationing of medical care provides grit for medical ethicists discussing

autonomy, non-maleficence, beneficence and justice in medical treatment, especially
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through emergency departments (Iserson 1992). Patient confidentiality and information
security are of concern. Electronic records permit easy retrieval and storage, plus fast
transmission and electronic sharing for authorized users. Safeguards must be
implemented to avoid unauthorized access to sensitive, personal medical information.

Posting the progress notes of patient telephone advice transactions in the patient’s
CHCS r¢cord provides a measure of security in that users must gain access through the
use of protected codes. Only authorized users of CHCS information are granted access
codes. Most recent modifications of the Healthwise system emulator allow automatic
posting of advice to the patient’s CHCS record. Numerous military clients of the
Healthwise system makes this modification financially beneficial to the company, and
strengthens its market position for government agencies.

Tape recording dialogue between callers and the advice nurses would provide a
method to monitor the call center, and could be used for quality assurance and risk
management. However, tape recordings of toll-free lines violate German
communications regulations. Germany has very strict privacy act laws. Obtaining
patient consent for recording conversations is paramount. Other methods must then be
employed to protect both the patient and the organization for risk management purposes.
Organizations must balance the need for patient confidentiality, and adequate monitoring
for quality improvement and peer review. The working committee elected to implement

other methods to evaluate quality of the triage call center.
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Telephone triage studies show few adverse outcomes. However, this may increase
as “teletriage” becomes more universally applied and patient acuity increases. Studies
show that up to 25% of visits on advice to be seen immediately were unnecessary in
retrospect (Gobis 1997). Risk areas of liability in telephone triage include assessment
errors, timeliness of intervention, and documentation errors (Gobis 1997). Mindlessly
following a protocol will not absolve the nurse of liability. The telenurse must use
protocols conscientiously, document completely and adhere to standards and quality

assurance guidelines of the institution (Wheeler 1993).

Personnel

Personnel requirements for the PAAL were determined based on the literature and
on the ;;opulation served in the USAMH area. The literature supported the use of
registered nurses vice licensed practical nurses or lesser trained individuals as advice
personnel. The committee determined the required nursing staff and appointments clerks
to operate the call center twenty-four hours a day. USAMH experience indicates minimal
number of phone calls and emergency room visits during the night shift, that is after
11:00 P.M. until 7:00 A.M. the next morning. Call center operations would be forwarded
to the emergency department staff during the night shift. The emergency department
would have the same access to the triage and appointment system as the day and evening
shifts.

Staffing for the test period (six months) required six registered nurses. For the

entire USAMH area, an estimated thirteen nurses are required with ten appointment
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clerks. Three full-time equivalent (FTE) clinical nurses at a grade of GS-9, with a
nursing supervisor at the grade of GS-10, would staff the call center from 7:00 A.M. to
11:00 P.M. during the test period. One clinical nurse FTE would be responsible for the
evening shift from 2:00 P.M. to 11:00 P.M. and one clinic nurse FTE would handle the
weckend. Six appointment clerks were required for the day shift, and two clerks were
required for the evening shift and weekends/holidays. Since appointment clerks are a
lower GS grade, usually younger with less experience, it was decided to hire to the full
ten requirements at the outset of the operation to imiprove the training and retention of
appointment clerks.

The budgetary policy regarding personnel at USAMH established personnel levels
at the Table of Distribution and Allowances (TDA) level with no overhires authorized.
The working group, with the assistance of the Resource Management Manpower Officer,
identified open and available positions and impending manpower changes within the
USAMH system, including the nine outlying clinics, that could be made available to staff
the PAAL. Therefore, there were no additions to the bottom line TDA for USAMH,; all
the positions came from in-house shifts.

Members of the PAAL working group staffed the personnel working document
through each of the Deputy Commanders with personnel identified in their area of
responsibility for comment. The final personnel document was approved by the

Executive Committee.
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The Assistant Deputy Commander for Nursing, a member of the PAAL working

group, developed the job descriptions for the nursing positions, with input from the group
members. The job descriptions were forwarded to the Civilian Personnel Office for
grading and advertisement with a mid-May availability date. The final job descriptions
for the clinical nurses are included at Appendix L.

A physician assigned to the Health Resources Management Division in April 1997
was a fortuitous addition to the management of the PAAL. The physician was already
familiar with USAMH having served as the former Deputy Commander fér Clinical
Services prior to deployment to Operation Joint Endeavor. The physician provides
clinical oversight for the PAAL, medical consultative backup to the triage nurses, and is
primarily responsible for the Quality Improvement/Risk Managqment of the PAAL.
Working closely with the nursing supervisor of the PAAL, the physician functions as an

effective spokesperson for the program, especially to other physicians.

Facilities and Equipment

Central appointments clerks were located on the second floor of Building 3609 on
Nachrichten Kaserne, essentially co-located with the Managed Care Branch of the Health
Systems Management Division. This arrangement was advantageous for functional
oversight and physical plant, as the area was newly renovated and had room for
expansion. The PAAL call center would occupy the additional space in the Central
Appointments area. Furniture was ordered to configure the work area into two concentric

circles, advice nurses on the inside and appointment clerks on the outside ring. Each
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advice nurse and appointment clerk would have a partitioned cubicle with line-of-sight
visibility with other PAAL personnel.

Obviously a critical part of a telephone triage/advice line is the telephone network.
As with other organizations in Germany, much of the communications infrastructure is
quite old, installed in the early post-World War II era. The kaserne relies upon the 5th
Signal Group to provide communications cabling and switches, which is the limiting
asset for growth.

The current phone system used by the central appointments clerks is a quasi-digital
system employing a digital switch oﬁ an analog cable which allows several phone
numbers to be displayed on a single telephone instrument. Unlike an analog system, the
digital system can not accommodate peripherals such as fax/modems or answering
machines. This capability is essential for the PAAL. The planned flow of information
during an advice call involves the nurse posting the patient’s disposition in the CHCS
electronic record. The CHCS network includes all of the outlying clinics, with the server
located at ERMC in Landstuhl some ninety miles away. Interruptions in CHCS are not
uncommon, forcing the clerks to record appointments manually. The ability to fax
information to outlying ciinics or to clinics within the hospital is crucial during the
periods when CHCS is inoperable.

A call center will not be considered value-added if the customers can not access it.
The telephone system must have roll-over capability to alert the next available clerk/nurse

of an incoming call. An answering machine, or recorded message to be able to queue
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patients is essential to handle the surge periods. Over time, peak calling periods will
moderate as patients realize they have access to the call center, and appointments if
necessary, twenty-four hours a day, seven days a week instead of the current thirty-six
hours a week. Leaders, staff, and the community must recognize that the initial period of
call center operation will be frustrating for all concerned.

Three toll-free lines were installed in anticipation of the call center operation.
Future plans feature dividing the USAMH geographical region into thirds and offering a
toll free line to each region.

The Information Management Division addressed hardware support for the PAAL
system by the purchase of five additional Zenith Pentium, 166 Mhz, 16 MB RAM
computers. The computers are slated to be delivered in July, in time to conduct training
with PAAL personnel. The hospital is poised to tempofarily rearrange computer assets to

support training, in the event of delivery delays.

Marketing Plan

An integral element in the success of the PAAL is an effective marketing and
communication plan. The Managed Care Branch includes a Health Information
Specialist, Mr. Huckfeldt, who was involved with the working group throughout its
deliberations. Mr. Huckfeldt developed a marketing plan (Appendix M) with input from
the working group, and designed a pamphlet for widest dissemination.

Other communication assets such as the Stars and Stripes military newspaper, the

Herald Post (Heidelberg area local area newspaper), Armed Forces Network Radio and
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Television stations, community briefings, and self-care classes were identified as venues
to reach external customers and target audiences. Internal marketing is on-going through
Super Training Day assemblies, clinical staff conferences, outlying clinic nursing
meetings, morning reports, officer professional development classes, and various
committee meetings.

Internal and external marketing must be continuous and on-going to compensate for
the rapid turnover of the population. As the demand management system matures,
continuous information keeps customer audiences informed of the impact on quality,

access and cost of their health care.



CHAPTER 5

CONCLUSIONS AND RECOMMENDATIONS

What role does a telephone advice and triage system have in the demand
management system and what is the best telephone triage/advice system that will meet
the needs of USAMH? The literature supported the use of some triage mechanism to
modulate patient access, especially at emergency departments, for non-emergent
maladies. USAMH approached demand management in an integrated, synergistic way
focusing on empowerment and education versus denial of services. This philosophy was
implemented through patient education with use of a self-care manual, reinforced with
self-care classes and supported by a telephone triage/advice call system linked to the
patient’s PCM through CHCS.

The strength in this project was the committee/work group approach. The various

company representatives commented positively at the inclusion of such a diverse group

- that had functional interest in the implementation and execution of the telephone triage

system. A single project officer/decision maker would have excluded the many ideas
concerning structure, personnel, policy and methods that surfaced during the working
group deliberations. The audience of users and concerned parties provided valuable input

in the decision process.
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The author found the Judge model of limited use in this situation. The criteria may
have been too broad and ill-defined to warrant a numerical rating from the participants.
A practice run with the audience in grading a similar product may have increased the
reliability of the instrument and would have identified incongruities of the criteria
definition. Ensuring the same audience participants would also increase the réliability
and validity of the instrument. The invitation to participate was extended to the same
individuals, but participation was variable for the two sessions.

The audience at large had not been thoroughly briefed on the entire demand
management concept, except through various other informal forums and committee
meetings in the hospital. The letter of invitation explained the need for a telephone triage
system, but the concept was so new and foreign to most of the attendees that the value of
this method of evaluation was diminished.

Our decision to centralize the triage/appointment capability was recognized as a
control issue and was also driven by limitations in information management network
development. The nine outlying clinics do not share the same netwofk as the hospital
proper. If this were the case, the Knowledgebase™ software and the triage algorithms
could be rﬁade available at each outlying clinic, with a dedicated triage nurse at each
facility. This would keep the health care capability in the “back yard,” more accessible,
familiar and valued by supported unit commanders.

The demand management system will require continuous evaluation and

modification, using customer satisfaction as the benchmark for improvement. Efforts are




40

underway to develop customer satisfaction surveys, implementing Healthwise proprietary
instruments and tailoring questions to meet USAMH’s needs. Eventually, such measures
may be incorporated into organizational report cards evaluated at DoD(HA) levél.

The defining feature of the demand management system at USAMH is the ability to
integrate the telephone triage process with the appointing process, within the TRICARE
primary care manager structure. This capability would not exist were it not for the
months of work by dedicated others to establish empaneled providers, identify local
national providers and facilities, and educate the beneficiary population. In addition to
the telephone triage capability to modify patient care-seeking behaviof, demand for health
services is affected through empowering beneficiaries using self-care classes and self-care
manuals, reinforcing use of the accepted triage protocols at every access point, and one-
on-one patient education during any provider encounter. Immediate cost savings may not
be realized, and the systemic effect on the “bottom line” may occur several years in the
future as patients reclaim their health care decision making power.

USAMH’s decision to implement a demand management system, using
computerized telephone triage as an integral component of that system, demonstrates a
proactive approach to controlling health care costs while providing improved quality
health care. Decreased costs for the organization can be realized only if the fixed costs of
the operation are reduced. Currently, over 58 % of the USAMH budget is apportioned to

the fixed costs of personnel (Abdullah 1996).




41

The creation of a demand management system provides the ground work for future
studies measuring outcomes, patient satisfaction and cost savings through reduction of
inappropriate visits. When operating as designed, USAMH should see a reduction in
inappropriate visits to the ER and outpatient clinics, and a reduction in sick-call visits.
Acuity of each visit to a health care provider should increase as those non-
urgent/information only patients will be handled through the advice line nurses and self-
care.

Integration of the triage/advice line will allow more complete documentation of
patient encounters and close the information loop that now exists with the current phone
call systems. Nurses and primary care managers can follow-up on patient calls, and
providers will have better and more timely information available regarding their patients.
Patients should experience better continuity of care. Patients may at first perceive a
decrease in access to health care as the point of access changes. Instead of the on-
demand face-to-face encounter with a health care provider, access to the health care
system utilizes the triage/advice nurse via the telephone. However, a highly sophisticated
demand management system will ultimately improve access to an appropriate health care
provider at the right time, improving quality and continuity of care, and therefore patient
satisfaction with their health care at USAMH.

Expansion of the demand management system throughout USAMH will allow the
most remote clinics to have access to quality information and education through the

advice line nurses, afford prompt appointment capability with the PCM at each outlying
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treatment facility, and pinpoint referral to a local national provider in the immediate area
should circumstances warrant.

An added benefit of the demand management system will be the ability to more
timely coordinate the services of the Patient Liaison with the patient in need at the local
nationai facility. The demand management system can modulate beneficiary access to
the local national facility while coordinating the services of the Patient Liaison. This
ability will make the health care encounter less formidable for the patient, thereby
improving quality of care and increased patient satisfaction.

Utilization management for both military and local national facilities can be better
defined, controlled and quantified through an integrated demand management system. A
utilization management system is in its infancy at USAMH. Although the effort
primarily addresses in-patient service, expansion into out-patient services is anticipated.

USAMH leads the European Regional Medical Command in this initiative and is
proving to be the test bed for the tri-services in Europe. Eventually, a unified European-
based demand management system will be lable to address the needs of tri-service
beneficiaries serving in the European theater. The issues described in this study become
magnified as the demand management system attempts to encompass DoD beneficiaries

located in some sixty-three countries, and the infrastructure involved in the three services.



APPENDIX A

GLOSSARY

Algorithm - a branch-chain logic comprised of binary answered questions (yes or

no) leading through the logic.

Beneficiary - A legal beneficiary includes active duty service member (Army,
Navy and Air Force), family member of active duty service member, and civilians
eligible for care. Those civilians include Appropriated Fund, Army and Air Force
Exchange Services personnel, Department of Defense School employees, Non-

Appropriated Fund employees/sponsors and their family member.

Civilian Health and Medical Program of the Uniformed Services
(CHAMPUS) - The medical insurance program for military family members and retirees
under age sixty-five that covers medical care delivered outside of military treatment

facilities.

Composite Health Care System (CHCS) - the Department of Defense integrated

health care information system. The system is comprised of several modules designed to
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streamline processes in patient appointment and scheduling, physician and nursing
orders, laboratory and radiology requests and data reporting, and a managed care program

for empaneled beneficiary populations.

General Schedule (GS) - a civilian employee of the Department of Defense,
usually in clerical, clinical or supervisory roles. GS employees are placed and advanced
through levels of accomplishment and responsibility, beginning with level four through

level fourteen, with incremental steps within each grade level for remuneration.

Health Maintenance Organization (HMO) - an organized system of health care
that provides a defined, comprehensive set of services to a defined population for a fixed,

periodic per-person or per-family fee.

Joint Commission on Accreditation of Health Care Organizations (JCAHO) -
the regulatory body responsible for accrediting health care organizations, to include

military hospitals. On-site surveys occur every three years.

National Committee on Quality Assurance (NCQA) - the leading accreditor of

managed care organizations.

Patient Access and Advice Line (PAAL) - the title and acronym referring to the

telephone triage/advice entity at USAMH.
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Patient Liaison - a bi-lingual employee of the niilitary treatment facility that
coordinates medical care for a patient referred to a local national medical treatment

facility.

Primary Care Manager (PCM) - an individual or team of primary care providers
who manages a patient’s total health care. A PCM is a licensed physician, physician’s
assistant or nurse practioner. The PCM makes referrals for tests/specialty care and

monitors adequacy/continuity of care while avoiding unneeded care.

Protocol - a list of questions describing a frequently occuring situation; a plan of

action that has been approved by an organization or governing body.

Table of Distribution and Allowances (TDA) - the document that delineates
staffing of a miltary fixed-facility organization (as compared to a military combat unit) by

position/job title and grade.

TRICARE - a comprehensive Department of Defense medical program for active
duty, retired and family members of all military services, designed to expand access to
care, maintain quality of care, control medical costs for patients and taxpayers alike, and
improve medical readiness. It is a managed care system supported by regional civilian
contractors. TRICARE in Europe differs from TRICARE in the Continental United States
in that there are only two options available : TRICARE Prime and TRICARE Standard.

TRICARE Prime is the HMO option with assigned primary care managers, no deductible
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and no cost-shares for authorized medical care delivered by host-nation providers in
Europe. TRICARE Standard is the traditional CHAMPUS benefit, including cost-shares

and decuctibles. Beneficiaries retain full freedom of choice in selecting host-nation

providers.
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Executive Summary

Recommendation: Implement a centralized Integrated Service Network (ISN) at the
U.S. Army Hospital - Heidelberg.

ISN Defined: A staff of trained Registered Nurses, supervised by Nurse Practitioners
and/or Physicians Assistants, that provides phone triage and appropriate appointments by
algorithm, patient advise, appropriate use of over-the-counter (approved)
pharmaceuticals (limited prescribing by NPs and PAs), and patient education to the
77,281 beneficiaries in the HMEDDAC area of responsibility. The ISN will operate 24
hours a day and 7 days a week. '

Resources Required:
Staff: 18.6 Full Time Equivalents
13 RNs and 5-6 NPs/PAs
2-3 Administrative Personnel (from Central Appts)

Equipment/Tools: 5 CHCS Terminals
5 Algorithm Manuals
5 Telephones Connected to Recording Device
5 DSN Telephone Lines
1-3 Toll Free 0130 Lines
Most of the resourcing requirements will come from internal reorganization (staff) or
redistribution (equipment). '

Background

For many years our beneficiaries have called Central Appointments or simply walked
into the Emergency Room. The call-in appointment system does not lend itself to
customer, or staff satisfaction. ER walk-ins are high cost care with limited continuity of
care. As managed care beneficiary enrollment and empanelment are implemented, a
higher level of clinical expertise at the triage/appointment point of access is needed.

Managed Care Organizations have been highly successful with ISNs. Enclosed are
articles that discuss ISNs.

The "state of the art" of the health care industry today enforces the use of an ISN.

Financial Issues: An ISN will cost avoid, based on a 30% reduction in inappropriate
outpatient visits, the following:

First and Second Year: $736,000+/year (variable cost = $13.65/visit).

Third through Fifth Year: S2 million/year (estimate) based on cost avoidance
from reduced outpatient visits (variable, semi-fixed, and some fixed costs).
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Vision/Mission

Present Situation

The Von Steuben Health Care System (the HMEDDAC Catchment Area)
provides prevention, primary, secondary, and limited rehabilitation outpatient and
secondary (to include surgical) inpatient health care services through an internal
(organic) network of nine outlying clinics that stretch over 6,200 square miles from
Butzbach to Stuttgart, Germany and a sixty bed hospital. We utilize, an external system
for referrals for tertiery and specialized health services, the Landstuhl Regional Medical
Center and the German Local National Health Care System to extend our services
throughout the continuum of care. We are responsible for approximately 77,281 covered
lives in our catchment area. Most of our services are provided in the areas of Health
Promotion, Prevention, and Primary Care. Our system produced over 510,000 outpatient
visits in Fiscal Year (FY) 1995 that was resourced with over $55 million. Inpatient
(organic) services were resourced with approximately $14.5 million. CHAMPUS,
Civilian Health & Medical Program for the Uniformed Services, is at the end of a
demonstration project that allowed eligible (dependant famity members are primarily the
users) beneficiaries to use the German Health System with no out-of-pocket cost to the
beneficiary. Historically CHAMPUS required a copay and a deductible. Due to the
demonstration project, moral hazard potential and lack of quality control is of concern.
Managed care, the implementation of the Composite Health Care System (CHCS), and
TRICARE will give our beneficiaries two options: Enroll & empanel into a "gatekeeper”
system, called TRICARE Prime, and when authorized, access CHAMPUS with no copay
or deductible. If the beneficiary chooses not to enroll, this option is called TRICARE
Standard, they can use either the organic serviceswith no out-of-pocket cost or
CHAMPUS with a copay and deductible. A January 1997 target date has been set to
enroll and empanel all active duty beneficiaries and their family members. Our system
falls under a capitated system on 1 October 1996. This requires that we aggressively
pursue cost containment initiatives, state-of-the-art managed care practices, and
economies of scope and scale. An Integrated Service Network (ISN) is an initiative to
provide quality access, triage, and self-care to our 77,281 beneficiaries in a cost effective
manner.

The driving force in our operation is our ability to provide primary care services
to our beneficiaries. This ability will be enhanced by our automation upgrades that are
currently underway (Local Area Network, CHCS, CC:Mail), and future enhancements.

HMEDDAC can best be described as currently being in the business of Primary Care,
Secondary Care, and Promotion/Prevention Health Care Services. In recent times our key
strengths have been our ability to be customer-oriented and our team work style of
management. We strive to use managed care programs as a cost effective way to add
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value to our health care system.

Management

Most of our management team is in place, however, we require hiring actions or in-house
reorganization to staff the Integrated Service Network (ISN) (13 Registered Nurses & 5
Nurse Practitioners/Physician's Assistants) and the Managed Care Branch (2 Health
Information Specialists, 1 Case Manager/Utilization Manager, and 1 Administrative -
Assistant). Currently, only an Branch Chief/Analyst is assigned to the Managed Care
Branch. The Commander has overall responsibility of the ISN that is delegated to
members of the Executive Commuttee at his discretion.

Products and Services

At present our ISN 1s in the design/early development stage. Our current service, patient
appointment system and self care protocols, are in need of analysis, reorganization, and
integration into the continuum of care services HMEDDAC provides.

Market Environment

The marketplace is undergoing rapid changes for the last 3-5 years. We are now poised to
aggressively enter into the capitated environment with integrated managed care. An ISN
is one of several initiatives.

The ISN should be operational by | November 1996 for a three month test (Butzbach,
Mannheim and Heidelberg areas), phased into the other outlving clinics starting |
March 1997, and fully implemented throughout the HMEDDAC Area of Responwbtlltv
bv 1 June 1997.

Fiduciary Responsibility & Cost Avoidance

FY 1995 Outpatient Costs exceeded $55 million and Inpatient Costs exceeded $14
million. The ISN attempts to reduce unnecessary outpatient visits (especially to the
Emergency Room) by 25 to 30% in the first year and 30 to 40% in the out years. First
and second year cost avoidance target goal is $700,000/year. Out year target goal cost
avoidance is $2 million per year for years 3 - 5. Some of the cost avoidance dollars,
however, must be reinvested into the ISN and integrated managed care program for
updated algorithms, enhanced automation, marketing, over-the-counter pharmaceuticals,
and self-care publications and services. Current costs are projected to hold or increase
slightly while budgeted (capitated) funds will reduce moderately.
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Customers

Current customers, 77,281 beneficiaries, are using our Outpatient services (510,000 visits
in FY95) for Primary and Secondary Care. Capitation and managed care, mandated by
DoD Health Affairs and USAMEDCOM require that we make improvements to existing
processes and introduce new models to deliver health care services while reducing costs
without jeopardizing quality.

Distribution

We will have | centralized integrated service network center located in Heidelberg,
encompassing our total catchment area of ten communities. Existing phone networks,
DSN, civilian toll-free, and civilian lines, will allow ISN access to our beneficiaries. The
centralized ISN will be staffed 24 hours per day every day. Eighteen to nineteen
individuals (13 RNs and 5 NP/PAs) will staff the ISN.

Financial Status

The ISN will Cost the HMEDDAC the following:
a) Staff
1) Registered Nurses at (GS 10) = $67,500/year
i1) Nurse Practitioners/Physician Assistants at (GS 11) = $72,000/year
1i1) Computer Equipment (Estimate) = $100,000 (one time cost)
iv) Algorithm and Misc. = $10,000

TOTAL Cost = $1,347.500
Recurring Cost = $1,237,500
Current cash available 1s N/A.
L ]

Our Current Ratio i1s: Assets/Liabilities = N/A.

Our Quick Ratio is: N/A.

(Cash and Equivalents + Accounts Receivable + Notes Receivable) divided by
Total Current Liabilities = N/A.

The ISN will Cost Avoid the HMEDDAC the following;
a) First & Second Year (Short Term) based on 30% reduction in inappropriate
outpatient visits = $ 736,658. Basically, reduction in variable cost of an outpatient visit.

$13.65 was used as the variable cost/outpatient visit from MEPRS based on Heidelberg's
Family Practice Clinic (conservative variable).

52




b) Third through Fifth Year (Long Term) based on 30% reduction in
inappropriate outpatient visits = $2,000,000 (estimate). This avoidance considers
reduction in variable, semi-fixed, and some fixed costs.

Refer to the Spreadsheet enclosures for a breakdown of costs and cost avoidance
potential.

Vision and Mission

The ISN will provide quality phone triage, appointment, self-care instruction, and limited
prescription pharmaceutical (limited to OTCs for RNs and limited formulary for
NPs:PAs) services for the 77,281 beneficiaries of the HMEDDAC catchment area in
order 1o appropriately manage access (o care in a quality yet cost effective manner.
While increasing beneficiarv access to high quality, trained health care professionals of
the ISN will assign beneficiaries to the appropriate level of health care within a primary
care manager framework.

The ISN will develop into a state-of-the-art operation utilizing automated algorithms,
patient records, and peer review systems to further increase efficiency and improve
health care service value to beneficiaries and staff.

The driving force for ISN development and implementation is capitated budgeting, the
need to appropriately triage and appoint beneficiaries to outpatient services, and ability
to utilize technology to realize efficiency.

Vision

By Junel1997, HMEDDAC will be a highly visible organization known as the best
[ntegrated Service Network in the DoD Health Care industry. We will have developed a
quality and cost effective way to triage, appoint, and provide self-care instructions to our
beneficiaries and marketed these products to our beneficiaries in the Armed Forces Radio
& Television Network, the Stars & Stripes, the Herald Post and other community papers,
town hall meetings, and other media channels, becoming the leader in Managed Care.
Market penetration will exceed 75% by | May 1997 and HMEDDAC will continue to
actively promote the ISN. Our goal is by 1 September 1997 to have 98% market

penetration. This will be measured by beneficiary calls for appointments outside of the
ISN.

In the private sector, managed care organi=ations have reali-ed significant cost savings
without jeopardizing quality by initiating an ISN. Literature from our research is
enclosed.
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Mission Statement
In order to achieve our Vision, HMEDDAC commits to the following:

HMEDDAC ISN's Mission is to provide innovative, practical and top-quality patient
triage, appropriate appointments, self-care instructions, and limited pharmaceuticals that
save time, use resources more efficiently, and improve the way people access our health
care system. We believe our first responsibility is to the beneficiaries who use our health
care services. Our financial position and by utilizing existing resources and technologies
will enable us to design and fully implement an ISN by June 1997. In carrying out our
dav-to- day business we strive to:

1. Treat our beneficiaries, employees, and visitors with professionalism, concern,
and dignity. '

2. Follow the philosophy that our customers (our beneficiaries) are individuals with
situational needs that we must serve.

(V8]

Be considered as the most important access point for health care services in our
communities.

Through a long-term commitment to this mission, we will be known as a company that
considers individual and family needs, regards quality health care as a necessary
component to a high quality of life, and that we enjoy caring for our Army and their
families. Our customers, vendors, and employees see the ISN as offering several benefits,
quick health care knowledge, and quality results.

Goals

* Decreuse inappropriate outpatient services, by proper triage and instructions, by
30%.

* Increase patient access to outpatient services to Same Dav or Next Day appointments.
* Increase beneficiary patient satisfaction with the appointment svstem.

* Free resources (current appointments personnel throughout the area) Jor other duties.
This pertains to outlying clinics, Hospital Central Appointments Personnel will augment
the ISN and perform internal referral appointment scheduling from Primary to
Secondary Care.

* Increase provider (primary care manager) information about their patients.

* Increase the qualitv of our health system by proper triage and active use of Health &
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Wellness Promotion Programs.

* Reduce costs attributed to outpatient services by 30% attributed to Variable Cost in
Years | - 2 and Variable, Semi-Iixed, and some Fixed Costs in Years 3 - 3. '

In order for the HMEDDAC ISN to attain its vision in the manner described in our
mission statement, the following primary strategic goals need to be achieved:

Corporate: By 1 July 1996 the Executive Committee must approve the formation of the
ISN and support training needs and resource needs. The Credentials Committee will
review and approve use of algorithms and ISN protocols by 1 August 1996.

Training: By 15 October 1996, HMEDDAC must have a core (26 RNs and 7 NPs/PAs or
equivalent) trained on the algorithm system, the CHCS Patient Appointment System, the
CHCS Managed Care Module and HMEDDAC protocols that are associated with the
ISN. All nursing staff will be trained by 1 March 1997. Medical Staff will be oriented
and trained by 1 November 1996.

Market: By | September 1996, HMEDDAC will begin an aggressive marketing program
. for the ISN to reach 75% of beneficiaries in Butzbach, Mannheim, and Heidelberg areas
by 15 October 1996. 98% of our beneficiaries in these areas will be reached by 15
November 1996. We will have an active customer base, in these areas, of over 24,000.

To reach these customers we plan to add the two Marketing (Health Information
Specialists) to the Managed Care Branch and educate, train, and distribute information
packets to outlying clinic staff and hospital staff. We will expand our marketing efforts
to the other communities of HMEDDAC's area of responsibility according to the ISN
Phase In Plan (to be developed) to realize a 98% market penetration by 1 September
1997.

Operations: The plan is a two part approach:

[) A three month test period in Butzbach, Mannheim, and Heidelberg:
By 31 January 1997 the HMEDDAC ISN will have serviced over 80,000 calls. This trial
period will give us a good feel for future operations.

2) After the trial period, the other outlying clinics will be phased into the ISN.
Initially, the ISN staff will use automated CHCS terminals (appointments and patient
records) and manual algorithms. As the vision states, the ISN will "upgrade" to

automated algorithms when p0551ble

Refer to the enclosure for CHCS installation. CHCS installation should not be an
obstacle to [SN implementation.
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Finance: By 1 August 1996 the HMEDDAC ISN will be inserted into the FY97 budget.
We will carefully evaluate and plan future investments and budget expenses to generate a
consistent 30% outpatient visit (variable cost years 1-2, other costs years 3-5) cost
avoidance (profit). Based on a 98% market penetration rate for our ISN by 1 June 1997,
we estimate our return on investment to be 65%. FY95 & 96 will be our base for pre-
ISN to ISN comparisons based on outpatient visits.

By October of 1997 the HMEDDAC ISN will:

Better understand our customers.
Increase service quality to our customers.
Promote Health & Wellness Programs.
Increase Staff Job Satisfaction.

o~

We feel confident that the above goals can be reached. We have a great team of "can do"
people.

Performance Measures
The following are possible measures of ISN success (these will have to be
adopted by the HMEDDAC staff & leadership):

. Acuity upon patient physical presentation. This data must be captured
starting 1 August 1996 (3 months prior to [SN implementation) by the Butzbach,
Mannheim, and Heidelberg clinics. We must use an agreed upon common measure that
is valid and reliable. We must continue to capture the data during the ISN test phase and
compare the two "states” by a repeated measures methodology (ANOVA & Pair-Wise t
Test). This test helps us see if the reduced visits methodology actually hurts our system.

2. Number of past calls/appointments compared to number of ISN ,
calls/appointments. This measure allows us to see if beneficiaries have less, same, or
better access to appointments and shows if we are reducing inappropriate visits.

3. Patient satisfaction survey by phone. We should sample 5% - 10% of all
beneficiaries who call the ISN. We should use a survey instrument that is simple (4-5
questions) and is valid and reliable. This shows if our beneficiaries see the ISN as a
quality improvement to our system.

4. Staff satisfaction survey. We should test the population (not sample) with
the same methodology as in #3 above.

5. Peer Review, QI & Potentially Compensable Event Analysis. The QA/QI
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office and the Credentials Committee should use their established methodology to
evaluate clinical appropriatness. The ISN will have the ability to record calls.
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Additional Coordination Required

1) The HMEDDAC Deputy Chief for Nursing must develop a plan to resource (staff) the
ISN. Also, the HMED (Education Department) must develop a training plan for the ISN staff
and for the medical staff orientation.

2) The HMEDDAC IMO must develop a plan to place CHCS terminals near/in the ER
(5 terminals) near the recording equipment. Also, the IMO should look into the possibility of a

one system algorithm, CHCS, and PC setup for 5 stations.

3) The Managed Care Branch Marketing Section must develop a marketing plan to meet
the ISN goals as shown in the business plan. This includes presentation, media, and information

packet methodologies.
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APPENDIX C

. Integrated Service Network/Patient Access and Advice Line Work Group Members

CPT Jerry Ledlow - Chief, Health Services Management Division

Ms. Anita Puterbaugh - Chief, Managed Care Branch

LTC Carolyn Bemnheim - Assistant Deputy Commander for Nursing, USAMH

LTC Ann Richardson - Chief Nurse, Department of Outlying Clinics

Mr. Paul Huckfeldt - Marketing Director, Managed Care Branch

Mr. Jeff Wisnom - Chief, Information Management Division

MATJ Beverly Maliner - Chief, Primary Care

LTC O’Donnell - Chief Nurse, Mannheim Health Clinic

Ms. Donna Ellis - Community Health Nurse

*LTC Lynnelle Rockwell - Chief, Preventive Medicine Activity
- *MAJ Rodriguez-White - Acting Chief, Preventive Medicine Activity

SFC Alice Rorrer - Non-commissioned officer in charge, Managed Care Branch

Ms. Lisa Williams - Central Appointments Supervisor

MAJ Tempsie Jones - Utilization Management

*LT Linda Romanski - Acting Chief Nurse, Family Practice

*MAJ Chapman - Utilization Management

*CPT Patrick Hogan - Chief, Medical Material Branch

LTC Priscilla Hamilton - Administrative Resident

* Indicates ad hoc members
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APPENDIX D

USAMH: Demand
Management System

Information/Update/Decision
Executive Committee Brieﬁng
for the Telephone Advice, Triage

& Appointment System

ngkground & ISN Work Group

A First met on 28 August 1996

A Group met 6 Times

A Conducted Extensive Literature/Data Search
A Analyzed Literature, USAMH Data, & Options

A Group Members |

® LTC Bernheim & LTC O'Donnell

® LTC Hamilton & LTC Richardson

® Mr. Jeff Wisnom & Ms. Anita Puterbaugh

® MA]J Rodriguez-White & Ms. Donna Ellis
® SFC Rorrer, 1LT Romanski, & CPT Ledlow
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Objectives

A Increase Quality of Beneficiary Telephonic
Access at First Contact

A Increase Beneficiary Telephonic Access
Opportunities

A Decrease Unnecessary/ Inappropriate Visits

4 Increase Probability of Appropriate Level of Care
for Each Patient Encounter

A Provide High Quality Support to Primary Care

Managers
- [

Assu_mptions |

A Command Support for Initiative
& TRICARE Implementation (31 January 1997)
4 2 am Trooper Program Continues
& Current System is Inadequate
@ ER used as Default Primary Care Access Point
& Current ER Advice System
® Algorithms/Protocols Used from 1991

w QI and Data Acquisition not Formalized

@ Central Appts not Priviledged to Triage
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Constraints

L a FY97 Budget; Scarce $s

& Sced Money +/- §100,000
¢ More Seed Moncy Requires ERMC/DoD HA
Approval
A No New Hires under Current Constraints
A TRICARE Prime Requires PCM Involvement

P“‘»‘N}:-‘-\. pe—— ":-.v:»&

ISN Methodology

I RN Supervisor per Shift
All Calls Go Through Advice Line Nurse

* 24 hrs on Sat/Sun/Holidays/ Weekdays *
ISN: Everyday: 2 Shifts: 0700-1500 & 1500-2300
ER: Covers 2301-0659 with Same Protocols &

Appointment Capability

On-Call Doc, ER Doc Provides Backup
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ISN Methodology Continued

Advice Nurse Criteria: > 3 yrs Experience

Job Sharing & Part Time: Attractive Options

Current Appt Clerks: 5 Clerks
' Handle 400 calls/day
Immediate Tie Into On-Call Pt Liaison

Immediate Emergency Response: LN Ambulance Service

via local Military Police

: ™ Next Page
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ISN Methodology Diagram (pg 2)

Problem Problem
Resolved Resolved

ISN Structure

4 Option 1
@ 1.5 RNs: 1 Appt Clerk
» USAMH-Wide: 13 RNs & 10 Appt Clerks
x HD Test: 6 RNs & 4 Appt Clerks
e Relevent Cost = $903,000/yr (USAMH Wide)
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ISN Structure ( continued )

A Option 2
@ | RN : 1 LPN : 1 Appt Clerk
= USAMH-Wide: 7 RNs, 7 LPNs, & 10 Appt Clerks
® HD Test: 4 RNs, 3 LPNs, & 4 Appt Clerks
& Relevant Cost = §700,000/ yr approx (USAMH
Wide)
@ Usc of LPNs can Increase as Algorithm Quality &

Complexity Increase
® Morc Risk (Possible Physician Backup to Reduce Risk)

Protocol Availability

A Clinically Acceptable (Credentials Committee)
A Compatability with CHCS & Automation Assets
4 Off the Shelf Versions

@ Clinically Acceptable

@ Cost Varies (Higher Quality & Complexity = More
Cost but Less Experienced Nurses can Use)

© Data Acquisition
® Reliability & Validity
® Performance Measures

@ Commercial Vendor Demonstration (Sclect Best)
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A Administrative

® Managed Care Branch

® Utilization Manager (MCB)

@ C, Dept of Primary Care
A Clinical

® C, Dept of Primary Care

® ER as Backup System

A Peer Review

] Intcgratc into Current Process

Timelines & Test Period
A Test Period
@ 31 January 1997 - 31 July 1997

@ Hcidelberg Arca with Babenhausen Phase-In
® Babenhausen Start: 1 April 1997
@ Performance Measures Captured Pre & Post ISN
® Evaluation
w Exccutive Committee Full Implementation Decision
A USAMH Phase In
= Start Adding Areas 1 August 1997
® Full USAMH AoR ISN Operation by 1 Nov 1997
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Courses of Act_ion Decisions

A Algorithm/Protocols

@ Cvaluate & Purchase Off-the-Shelf System

e Develop Our Own (Time & Resources)

& Usce Current ER Advice Protocol (dated, acceptance)
A Staffing Models

® RN with Appt Clerks

& RN, LPN, & Appt Clerks

@ Physician Backup A
A Supervisory Control & Quality Assurance (QI)

Issues to Resolve

A Training
® RNs
e PCMs
@ Lecadership
A "Document" Trail
@ clectronic

® info collection, analysis, & evaluation

A Job Description Development
A Resources to Staff Operation
@ Hire vs. In-house Shift
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Issues to Resolve (continued)

A Commercial Vendor Demonstrations
® Automated Package
® Training
@ Data Collection

A Integration into USAMH System

Questions & Discussion
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APPENDIX E

Criteria for Evaluation of Commercial Telephone Triage System

Criteria

Protocols/algorithms are computerized
Vendor has a self care book
Protocols/algorithms are tailorable to USAMH
Cost of the software, licensing
Warranty
Updates are provided
Vendor trains USAMH personnel
Algorithms/protocols are validated and tested
" Decision points in the algorithm are flexible
(nurse can exit easily to make an appointment/refer)
Software provides for outcomes measurement
Ease of data collection and records validation
Software requires a dedicated server
PC based hardware
Software is compatible with CHCS
Emergency back-up capability
Hardcopy record generated
(need to file in the patients’ record)
Voice record of transaction generated
Software is compatible with TCY/TCYC book
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APPENDIX F

JUDGE MODEL

STEP 1: Specify Attributes

STEP 2: Make Attribute Ratings - importance of each attribute rated on a 1-9
scale, 1 being least desireable, 5 being neutral and 9 being most desireable.

STEP 3: Recode and Rescale Attributes - rescale the attributes with those rated
1 rescaled to -4, neutral becomes 0, and 9 rating becomes +4.

STEP 4: Identify the Alternatives - determined after on-site demonstration of
products in response to the request for proposal.

STEP 5: Write the Alternative Equations in Linear Form - e.g.

Alternative A: Y = ,w, V0 + ,w,v@ .. w, V.

STEP 6: Judge the Utilites of the Alternatives - judge each alternative in relation
to each attribute.

STEP 7: Compute the Decision Indices - calculation of utility ratio and weighted
composite values of each alternative.

STEP 8: Evaluate and Make Adjustments - evaluate the matrix and make

decision.
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APPENDIX G
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APPENDIX I

AUDIENCE COMMENTS ON VENDOR DEMONSTRATIONS

National Health Enhancements, Inc. -

WOW!!(reference to cost) . . . training occurs in 3 phases (6-10 weeks prior to
implementation, 1 week prior and 3 months after implementation to fine tune), download
batch files, tape backup on demand, can modify the question sequence, cost can be
manageable if broken into separate packages . . . 3 phases of training over 6 months, hard
copy of algorithms to medical staff for approval prior to loading, own server is essential
because 10GB needed for the application, good reporting - graphical and text, able to
provide over the phone dial-in to server, etc., CHCS requires 7 for complete interface . .
.validate the patient’s follow through and customer satisfaction with training, get
feedback from aﬁtual users éf the system . . . it appears to be a workable system, not sure
ét this time how it will fit our needs ... can add VS and use for on-site ER triage? Cosf?
($150,600 with $34,000/year systems maintenance) . . . VoiceMax requires digital phones
(can be overridden), modifiable algorithms, results can be faxed to 6 locations at one
time, built-in surveys, likes the written follow-up to each call, briefing focused on money,
felt like my investment was sought, up front selling of accessory services (VoiceMax),

name dropping, lots of catch phrases and adjectives, need data to show benefit to doctor
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and system - no patient outcome data . . . unlimited numbers of operators, used by large

health care systems (e.g. Henry Ford).

Healthwise
Demo system was very user friendly . . . easy to use . . . informative presentation . . . not
compatible with current version of CHCS . . . updates not answered fully . . . difficult to
assess the breadth of the algorithms from the CD-ROM, or if identifies caller needing
immediate care. Seems easy to use. One integrated book may work better than 2
(adult/peds version) . . . Quarterly updates with technical support, reasonable cost, good
references, comparison of data difficult to validate, still must batch process until CHCS is
HL-7 compatible, bo;)k at the system site with the nurse . . . Call Manager is Access
based, book parallels the symptom manager algorithm, quarterly updates, training at high
end is 7 days at $15,000, software approximately $27,000 to use however we want, point

and click options on more frequently used phrases, 4-6 weeks total to implement, ICD-9

codes installed, a Medical Review Board reviews the current information, optimally

requires Pentium 100 MB, 16 MHz RAM, 32 Mb RAM system, automatic
documentation, can fax/e-mail to more than one location. The Family notes section can
record PPIP information, need to train RN’s to SHIP (Situation, History, Intervention,
Plan), records the plan and nursing notes into the call notes, notes stay open until the
nurse closes the case. All three versions included in the pricing, to include the html
version for Internet operation, very familiar with military systems, color coded on

urgency (red, yellow and green), can toggled to CHCS with the emulator and make the
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appointment. . . References are available on-line, information from the People’s Book of
Medical Tests, no real quality improvement program demonstrated - will need to QI and
verify that the advice nurses are using the program appropriately. . . number of available
algorithms for pediatrics and adults? . . . Is this useable with the cuﬁent system?. . . The
demonstration software was a very good system and extremély user friendly. . . It was
difficult for me to assess the CD-rom as I can’t assess integration into existing system or
the breadth of the algorithms. Nor can I tell if it rapidly identifies the caller needing
immediate care. It seems easy to use. I like the book, and over the long haul, 1
integrated book may work better than the 2 books we use now. . . CHCS interface is still
questionable. . .This appears to be a very good product/service; good experience; worked
bout many bugs,, and military clients are a big plus, BUT a great deal depends on how we
integrate it into MEDDAC/TRICARE environs. We must have CHCS back and forth
connection . We have spent a lot of money already on the current self-care books,

programs, etc. This system should also support the PPIP initiative.
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APPENDIX J

(3 Decision Brief: PAAL
Patient Access & Advice Line
Presented By the PAAL Work Group

& PAAL Work Group Members

@ LTC Bernheim

® LTC Richardson

® LTC O'Donnell

o MAJ Rodriguez-White
® Ms. Donna Ellis

o MAJ Maliner

o Mr. Jeff Wisnom

® 1LT Romanski

) Facts

o Demand Management Required

o ERMC Demonstration Project

o Support TRICARE PCMs

o Enhanced Beneficiary Support & Outreach

e PAAL Personnel Costs Come From Existing Budget ($s &
Requirements)

&) Assumptions
e Automation Support
o Leadership Support
e Resources Available due to Shift
o Nursing Assets Available

) Course of Action ]

e Buy HealthWise Software/Support Package: 1 June 1997 |

» Advantages
— Lower Cost
— Access Database Information (PPIP) Format
— Knowledge Base Information on LAN

@ Course of Action 1

» Disadvantages
-~ Handbook Different from TCY/TCYC
— Expansion Capability Theater-Wide
~ Less Structured Algorithm; Nurse Experience a Factor
— Requires more USAMH Resources (Marketing, Ql, Data Collection, etc...)

o NFP Philosophy Complements Military Approach

3 Course of Action II |
e Buy National Health Enhancement CentraMax Software/Support
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Package: 15 July 1997
» Advantages

— Mature Company/Sophistication

~ World-Wide Expansion Interest

— Excellent Data Capture Capability

- Marketing Expertise

— Ability to Incorporate VoiceMax in Future

8|2 Course of Action II
» Disadvantages

— Higher Cost (Company Willing to Reduce<$100,000)
— Algorithm Requires More Typing
~ No Interface with TCY/TCYC

e FP Philosophy & Merger with HealthWise Possible (?)

9|Z) Course of Action IIT

e Outsource Call Center Operation (Access Health or NHES):
1 June 1997

» Advantages

— Cost = $0.50 - $1.00 PMPM ($440,000 - $880,000)
— No In-House Personne! Required
— Similar to USAF System

10|(Z) Course of Action III

11

12

1312

» Disadvantages

~ Not Local (Perception of Communities)
— No Link to: German EMS, Pt Liaison, and MPs
— Cost of Call to Beneficiaries

- Inability to Interface with Appointment System (with Flexibility)
~ Effect on Unscheduled Visits and ER Utilization Not Reasonable (May Increase)

3 Decision Matrix

o Refer to Enclosure in Your Packet
» Quantitative Measurement
» Qualitative Statements

3 Recommended Course of Action

e COA I: Buy HealthWise Software/Support Package:
1 June 1997 PAAL Start Date

(3 Personnel Resources

o Test Phase Requirements (HD with Babenhausen Phase In)
» 3 Months HD + 3 Months (HD + BBN) = 6 Months
» 6 RNs Required
— 4 Day Shift, 1-2 Evening Shift, 1 Weekend
» 10 Appointment Clerks Required

5/30/97

—~ 5 Day Shift, 2 Evening, 2 Weekend, and 1 Supervisor
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5/30/97

14

15

16

17

18

19

(3 Personnel Resources

o USAMH-Wide Requirements

» 13 RNs
— Determined During Test Phase Workload Study
» 10 Appointment Clerks (Fully Trained)

&) Refer to Handout

® Input & Decision on Personnel & Bugeting Required
» C, DON
» C,DCCS
» C,DCA
» C,DCOC
@ Decision Required
e Personnel Shift to PAAL; Date Set
® Budgeting Shift to PAAL
e Hiring Action Initiation Approval
@ Marketing Plan Overview
e Paul Huckfeldt
» Timelines are Tentative Pending Decision & Start Date
O Training Requirements

e Contingent Upon Executive Committee Final Decision of Product
» LTC Hamilton & CPT Ledlow

© PAAL: USAMH Moves Toward Integrated Health
Care
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MCEUH-LO

APPENDIX K

DEPARTMENT OF THE ARMY
U.S. ARMY MEDDAC, HEIDELBERG
UNIT 29223
APO AE 09102

24 March, 1997

MEMORANDUM FOR: Contracting Officer, RCO Seckenheim

Subject: Sole Source Justification

L.

Request that approval and contracting measures be taken to secure the Healthwise Medical Call Center
Package for USAMH. Healthwise is the only responsible source of Medical Call Center software,
services and supplies that will satisfy the unique USAMH requirements based upon specific functional
and budgetary criteria. ' '

The Healthwise Call Center package meets the minimum unique needs of USAMH. Those needs

include

a) TRICARE standards require employment of educational systems to increase enrollees’
knowledge and confidence to make appropriate decisions, such as when to initiate or continue
self-care and when to seek care from a provider. Triage/advice lines, self-care handbooks
coupled with patient education have shown to be effective methods in meeting this
requirement. The phone infrastructure and cost to the beneficiary diminishes the use of pre-
recorded health information accessible by phone only. The Healthwise product includes an
integrated self-care handbook, and the system complements self-care books already
purchased for use in the theater.

b) The Healthwise system, to include training, represents the best value in a severely fiscally
constrained environment.

¢) The medical review and development of algorithms and protocols is sﬁpported by sound
and in-depth research by a team of physicians and specialists. No one school of thought or
proprietary method is over represented.

d) The Healthwise product allows incorporation of Putting Prevention Into Practice (PPIP)
information, the prevention and wellness initiatives linked to Healthy People 2000 as
directed by TRICARE standards. The ability to effect and track prevention efforts directly
reflects upon the readiness of the population.

€) The Healthwise software is rated more “user friendly” by the multidisciplinary
representatives and potential users who assessed the comparative systems. The Red, Yellow,
Green indicators of acuity parallel similar systems already employed by the military to reflect
readiness posture.

f) The Healthwise product is already employed by several DoD agencies worldwide. The
company has extensive experience dealing with the intricacies of the Composite Health Care
System (CHCS) used for patient appointing and Primary Care Manager utilization.

USAMH made efforts to contact and review the services and products from three Call Center
Vendors. A working group was formed to identity potential vendors, product and service evaluation
criteria and conduct an evaluation of the products. Each vendor had the opportunity to either present
its products for demonstration and discuss the unique needs of USAMH with members of the working
group. The working group thcn made its recommendation to the USAMH Executive Commiittee for
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MCEUH-LO 24 March, 1997

Subject: Sole Source Justification

3. decision. Healthwise was chosen based upon its ability to meet the specific and unique functional and
budgetary requirements of USAMH.

4. USAMH reviewed Call Center Software from the following Vendors:

a) Health Enhancement International Inc.
3200 North Central Avenue, 17" Floor
Phoenix, AZ 85012-2437
POC Mr. Rodolfo Varela
Phone: (602) 230-7575
Fax: (602)241-0754
e-mail: rvarela@nhesinc.com

b) Healthwise
373 W. Fort St.
Boise, Idaho 83702
Mr. Amt
Phone: (208) 345-1161
Fax: (208) 345-1897

c) MDS
Two Concourse Parkway
Suite 225
Atlanta, Georgia 30328
Mr. Eilermann
Phone: (770)-393-7474
Fax (770)-393-7484

5. The purchasing point of contact is CPT Hogan at 371-2280.

PRISCILLA HAMILTON
LTC,DC
"Project Officer

85




00°ZA 2dd¥SN 31310590 S 92 90V 40 NO1LIO3 16 BV 'EG6E WH04 vQ
L6 TN ST UOISIAI(] SOUSIBO] ‘JolYD| L6 JBN. ST (€0) 1dD ‘ueSoy ‘[ 3duled
D11 ‘yosina( Y Arey i ,
Ve ‘ee ) i _zel 4301440 A1ddNS 40 30V ONY IWVN 03dAL 1€
L6 JeN 6T . S&mﬁ\_ Py geoT-1LE
%W@ \N \; HIGWON INOHAIIL ¢
/ (SO) D11 ‘uonjuwey ®eifiosild
33N9IS30 4O ¥301440 INIAOBddY
ive ‘st JHNLYNOIS 5E 40 30YHO ONY 3WYN G3dAL Y2 o 8 JUNLYNDIS ‘8T ¥391490 SNLLVILINI 40 3OVHO ONY 3WVN 03dAL 2
.D W [ s 03UIND3Y SAVQ 40 HIBWON ‘S3A 4i ‘ale
$30A43S 40 STO0S 03LSINDITIHL L4300V NV LO34SNI 0. O3IND3Y SAVD £ NYHL 3uow 3gy| Lo uored HIVS(] 3 mia siuaned 91qi81s Jo afetn omoydie) a1 10} JAIUBD [[eD [eAPIN Wawa(diy]
3504Nd SNIMOTIO4 3HL 404 JA0BY G3LYIIONI SY NYHL H3LV1 LON 034IND3H 3 SW3LI ONI093HO4 3HL 52
SINIW3HIND3H AHIAMIO ‘92
L68T SPE AAwOva Xeqd
YIWON 300 | 00" PS]‘EPS 801 68¢ (807) uoud
J93nS Mod "M €LE
SWH3L INNOISIO 'EZ ASIMIIBSH
TS T u J9ri0ondwo) 0€0L OSd
Z. . ‘
?r?mﬂu\\q\vw&m\\ §,m DIT "UEHSREN I A3 oovis 0S1$ oy | 91 Sururure13014/s[000301d PazIWOISN) | ¢
. . 4391430 (skeq ¢ 10§ s1dutel] 7)
ave 'z JWNLYNDIS 'LZ| ONIAJILE3D 0 31110 ONV IWVN 03dAL ‘02 q ¢ J0j siduted], ¢
000°S1$ Surmel] AS UQ| T
$52'97$ (sIaqusN 876°TL) @seqadpajmoury
SSIMI[EIH JOJ 9SUSOIT [BNUUY | ']
7 e
00°%58°€v$  96ST16S AWID/0090680LMZIHIM SITE 1509v101 3014d LINR
R . 1NN ALLIRYND $301AY3S HO Addns | waLl
19°0064%8d Ovze-%L T88T°0E€T0LLE glvAILSI Bl 1 01 | J0 NoLLAIMaS30 R Y]

INNOWY ONY NOLLYDIJISSY1J ONILNNOJJV "6l

"PBLMURLIOT UBBQ BABY SPUNJ PUB ‘J0BJBY) ISOI BYY JBAOD 0} JUBIDLJNS I8 YIIYM JO SBIUBIRY BIqE|IBAR
ay} ‘syuauiojie Buimoljoj ay) o} ejqeabueyd Apedoid aie ysanbas Sy} uo palsy saalaes pue sayddns ayy

W31l INIHAJ3S HO4 STINNVHI NOLLISIND3Y 40 38N S30N1J38d NOILVALIS AINIIHIW3

A8 03ZIBOHLNY S1 ISYHIVNC TVIOT

A8 ONI093403 3HL

NOILV3I411H30 ONNY ONV SW3LI 40 ALITIGYUIVAVNON S3S012S10 SNINOILISIND3Y "E1 Y04 A1ddNS 30 SNV3W IVWHON 3HL SV 03ZIBOHLNY S3SYHIYNG 1¥301 “Z1
§S9C-1LE uorurey D11 b
(waji ajajdwos pue xoq ajendoidde y23yg)
:uoseas Buimoyjo) ay} Joj Asessadau S| Juawainaoid 30| ‘a10)asayl “¥203s 10} saseyaund jeacy o) Bujuieniad suonejnfias Bunsixa aiejoir 10t jjim uswainzold
Y3BNNN 3NOHAINEL “LI NOILVWHO3NI TYNOILIQQY HOS T1¥D 0L NOSH3d 30 IRVN 0L 213y} pue ‘AJuIoiA dieipawiwl Ay} Ut saaimos Ajddns Auuy say30 20 sjauueya Addns jeunou yinoiy) paindas aq Jouued mojaq Paisl| Sa3iAIas puk saiddns Ay |
L661-ABN 1 - 20160 9V OdV ‘W Xod €776 1uN) 20160 3V OdV W X0d "€TZ6T Wu() 819qI9pIsH
NVHL ¥31V1 LON'6 ‘HINVSN ‘osnoyaiem [SLISBIA ‘MZAPIM 0103¥3A1130 '8 DOVAJIN Auy §() ‘UoIsIAlg 218)) paSeue]y 04 QISVHIENG L

80 J51) POYILIIR U JO MOj3q PajRIBLLNUS SAIAIAS pug Saiddns ay) Jeys paisanbas st )

70160 3V OdV ‘N xod

20160 AV OdV ‘W Xod ‘€2Z6Z IuN
£226C U} HAVSN ‘UOISIAIQ I PIJRUBIN ‘Wous 9 313q[opIdH ‘OVAQIN AULIY 'S () neHL S

ONILOVILNOD PUV DNISVHOUNd 01 v

$39vd

30 39vd

L661 WIEN ST | 000 SQOY. MZAVIM
3iv0 ¢ ‘ON NOiLISINnD3Y 2

“ON INJWNYLSNI 3SYHIENd °I

{W3IVSYO 3! Asuabe Jusuodosd Byl 1| /¢ HY 98 WIO) SIYL O 3sn 104

INIWLININOD GNY 1S3ND3Y ISYHIUN

Y

86




DEPARTMENT OF THE ARMY
U.S. ARMY MEDDAC, HEIDELBERG
UNIT 29223
APO, AE 09102

MCEUH-LO 4 April 1997
MEMORANDUM FOR Contracting Officer, RCO Seckenheim
SUBJECT: Sole Source Justification

1. Request the approval and contracting measures be taken to secure the
Healthwise Medical Call Center Package for USAMH. The specific mission
requirements of the USAMH can only be supported by the unique characteristics
of the Healthwise Medical Call Center Package.

2. The Healthwise product allows incorporation of Putting Prevention Into
Practice (PPIP) information, the prevention and wellness initiatives linked to
Healthy People 2000, as directed by TRICARE standards. These standards are
mandatory and must be incorporated in any future applications that are
implemented. The ability to effect and track prevention efforts directly reflects
upon the readiness of the population. Further, because USAREUR is currently
involved in extensive deployment actions, not having this product will adversely
affect our ability to support the deployment missions, while continuing to
provide health services to families left in Germany.

3. The Healthwise product is already employed by several DoD agencies
worldwide. By using this product, USAMH’s mission is enhanced by expending
less training effort in training new professional staff that in-process to the
command. Using any other product requires additional expenditure by the
command in terms of time, supervision and loss of productivity. The Access-
based data management is compatible with systems already in place, further
reducing training burdens in fielding future TRICARE data reporting
requirements.

4. Healthwise is the only product that uses a self care book. The Healthwise
software complements a self-care book already in use in the theater, thereby
meeting the USAMH mission to implement TRICARE directives and supports
the self-care classes underway at USAMH. Self-care information is critical to
meeting the health needs of the community in a managed care environment.

5. The Healthwise product is the only product that supports an in-house medical
education program. This directly implements the MEDCOM mission of deploying a
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MCEUH-LO . 4 April 1997
SUBJECT: Sole Source Justification (Cont’d)

ready medical force by meeting medical training needs. Also, the Healthwise
Knowledge Base system is the only product that provides a learning

tool accessible to beneficiaries within existing infrastructure constraints.
Informed medical consumers are necessary to facilitate TRICARE
implementation and are essential for informed decision making regarding
medical treatment.

6. The strategic plan for USAMH calls for an advice line/triage system in place
by spring/summer 1997. In order to complete this mission, the Healthwise
product is the only system that can be completely implemented in this time
frame considering CHCS connectivity and staff training.

7. USAMH has aggressively reviewed, both quantitatively and qualitatively, all
of the competing products available on the market. None of the other products

meets the minimum requirements.

8. The purchasing point of contact is CPT Hogan at 371-2280.

PRISCILLA H. HAMILTON
LTC, DE
Project Officer
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I APPENDIX L

DEPARTMENT OF THE ARMY 1. JOB NUMBER
JOB DESCRIPTION

For use of this form, see AR 630-500, Chapter 511, the proponent agency is ODCSPER

. INSTALLATION OR HEADQUARTERS OFFICE 3. ORGANIZATIONAL LOCATION (Complete on arqanlzat/on copy only]
HQ USAEUR / 7TA Heidelberg Medical Activity
Civilian Personnel Operations Ctr Department of Nursing
APO, AE 09102 w/duty in the Managed Care Branch
4. CITATION TO APPLICABLE STANDARD AND THE DATE OF ISSUANCE 5. TITLE
Clinical Nurse
6. PAY SCHEDULE 7. OCC CODE 8. GRADE
GS 0610 09
9. FAIR LABOR STANDARDS ACT 10. COMP LEVEL
K exemer [0 nonexemeT
1. EVALUATION APPROVAL

TITLE, PAY SCHEDULE, OCC CODE, AND GRADE OF THIS JOB HAVE BEEN FIXED IN ACCORDANCE WITH OFFICIAL POLICY AND
GRADE LEVEL STANDARDS

(Signature) (Date)

i2. JOB CONTENT APPROVAL (COMPLETE ON ORGANIZATION COPY ONLY)

a. | CERTIFY THAT THIS IS AN ACCURATE STATEMENT OF THE MAJOR DUTIES AND RESPONSIBILITIES OF THIS POSITION AND
ITS ORGANIZATIONAL RELATIONSHIPS AND THAT THE POSITION IS NECESSARY TO CARRY OUT GOVERNMENT FUNCTIONS FOR
WHICH | AM RESPONSIBLE. THIS CERTIFICATION IS MADE WITH THE KNOWLEDGE THAT THIS INFORMATION IS TO BE USED FOR
STATUTORY PURPOSES RELATING TO APPOINTMENT AND PAYMENT OF PUBLIC FUNDS AND THAT FALSE OR MISLEADING
STATEMENTS MAY CONSTITUTE VIOLATIONS OF SUCH STATUTES OR THEIR IMPLEMENTING REGULATIONS.

{Signature of Approving Supervisor) (Date}

b. THIS JOB DESCRIPTION WITH SUPPLEMENTAL MATERIAL IS ADEQUATE FOR PURPOSE OF EVALUATION.

(Signature of Position Classification Specialist} (Date)

13. STATEMENT OF DUTIES AND RESPONSIBILITIES
1. Provides professional nursing care to patients from birth to geriatrics by telephone contact with indirect physician support.

Basesd on extensive knowledge of disease processes and pathophysiology, conduts acurate initial assessment and triage of
patients via telephone dialogue. Utilizes established protocols , policies and procedures included in manual, verbal and
automated format to complete a plan of care for the patient and determines appropriate referral if necessary. Able to
recognize life threatening scenerios and activate emergency medical services 65%

2. Demonstrates knowledge of the priciples of growth and development over the life span and possess the ability to assess
data reflective of the patient's staus and interpret the appropraite information needed to identify each patient's requirements
relative to his/her age specific needs. 10%

3. Participates in departmental or facility quality improvement activities. Provides input to supervisor for quality
improvement program/monitoring and maintains statistical data as requested. 10%

/
4. Completes competency based orientation. Remains current on all mandatory trianing requirements to include life safety,
infection control, BCLS certification, TQM training and current licensure. Earns a minimum of 20 contact hours of
continuing education per year. » 5%

6. Uses communication skills in a professional manner to communicate patients. Integrates job knowledge with written
communication to produce an accurate and concise care plan and documents same in medical records. 10%

DA FORM 374 ‘ PREVIOUS EDITIONS OF THIS FORM MAY BE USED USAPPC V1.00
1 JUN 76 :




I4

Factor 1  Knowledge Required by the Position Level 1-6,

- Knowledge and skill necessary to provide care appropriate to
the age of the patients serviced by the unit..

- Knowledge of the nursing process and the ability to collect
data and formulate a plan of care for the patient.

- Knowledge of the principles of growth and development over the
life span, methods of assessment reflective of the patient's
status and strategies to interpret the appropriate information.
Knowledge is used to identify each patient's requirements
relative to a specific need and provide the care needed as
described in the unit's policies and procedures.

- Broad knowledge base of professional nursing concepts,
principles and knowledge of clinical medical/surgical nursing to
conduct an initial assessment and triage of patients via
telephone dialogue.

- Knowledge to recognize and manage life threatening situations.
- Knowledge of CQI/TQM.

- Skill in developing and improving approaches, techniques and
procedures to meet education and care requirements.

- 8kill in both oral and written communications.

- Knowledge and skill needed to operate a personal computer
system.

2. Supervigory Controls Level 2-4

Works under the supervision of the Patient Access Line
supervisory nurse manager and the medical direction of the
physician OIC. The nurse performs and plans the work
independently in coordination with the health care team. Uses
professional expertise to accomplish overall objective using
available resources. Plans, implements and evaluates telephone
advice IAW established philosophy, objectives, standard operating
procedures, professional nursing standards and telephone advice
protocols. Work is reviewed for adequacy, accuracy,
effectiveness and compliance with medical requirement and
professional standards and protocols.

3. Guidelines: Level 3-3

Guidelines which form the basis for the clinical nurse's
decisions and clinical practice include established policies,
triage and advice protocols and standards of practice and care.
Guidelines are not completely applicable to every situation
likely encountered. The nurse uses judgement in interpreting and
adapting guidelines, determining appropriate courses of action,
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intervening in crisis situations and making adjustments in the
care recommended.

4., Complexity: Level 4-3

Provides and directs comprehensive health care to patients _
~calling the advice line. This includes assessing, interpreting,
planning, initiating, evaluating and recommending care based on
protocols. Provides counseling and health teaching to patients
and family members Supervises the work of assigned staff who

provide telephone advice and make patient appointments. staff.
5. Scope and Effect: Level 5-3

The scope includes planning, organizing, implementing, evaluating
and revising a plan of care tailored to the individual needs of
the patient. Assessments and judgements are the basis for the
recommendations for care and/or referral and to assess the
effectiveness of the treatment and education plan. The work
affects the physical and emotional well-being of patients.

6. Personal Contacts: Level 6-2

Personal contacts are with patients, family members and
significant others, hospital personnel within and outside of the
organization such as physicians, dieticians, nurses and host
nation health care providers. Contacts may be formal or informal
in nature. -

7. _Purpose of Contacts: Level 7-3

Contacts with patients are for the purpose of collecting data,
performing telephone triage, providing recommendations based on
protocols and teaching. Contacts with family members are for the
purpose of collecting data, providing psychosocial support and
instructions about home care. Contacts with the health team are
to provide information regarding the patient and to recommend
modifications of the treatment/education regime. Contacts with
community agencies are to obtain community resources on behalf of
the patient.

1 mands : Level 8-2

The work requires frequent periods sitting and use of a computer
and telephone system.

9. Work Environment: Level 9-2

The work is performed in an office. It requires the use of a ,
telephone and a computer to include reading of computer screens
for prolonged periods of time.
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' DEPARTMENT OF THE ARMY 1. JOB NUMBER
JOB DESCRIPTION

For use of this form, see AR 630-500, Chapter 511, the propanent agency is ODCSPER
2. INSTALLATION OR HEADQUARTERS OFFICE 3. ORGANIZATIONAL LOCATION (Complete on organization copy only]
HQ, USAEUR / 7A Heidelberg Medical Activity
Civilian Personnel Operations Ctr Department of Nursing

APO, AE 09102 w/duty in the Managed Care Branch

4. CITATION TO APPLICABLE STANDARD AND THE DATE OF ISSUANCE 5. TITLE
Supervisory Clinical Nurse

6. PAY SCHEDULE 7. OCC CODE 8. GRADE
GS 0610 10
9. FAIR LABOR STANDARDS ACT 10. COMP LEVEL
R exemer [ nonexempt
11. EVALUATION APPROVAL

TITLE, PAY SCHEDULE, OCC CODE, AND GRADE OF THIS JOB HAVE BEEN FIXED IN ACCORDANCE WITH OFFICIAL POLICY AND
GRADE LEVEL STANDARDS

(Signature) (Date)

12. JOB CONTENT APPROVAL {COMPLETE ON ORGANIZATION COPY ONLY)

a. | CERTIFY THAT THIS IS AN ACCURATE STATEMENT OF THE MAJOR DUTIES AND RESPONSIBILITIES OF THIS POSITION AND
ITS ORGANIZATIONAL RELATIONSHIPS AND THAT THE POSITION IS NECESSARY TO CARRY OUT GOVERNMENT FUNCTIONS FOR
WHICH | AM RESPONSIBLE. THIS CERTIFICATION IS MADE WITH THE KNOWLEDGE THAT THIS INFORMATION IS TO BE USED FOR
STATUTORY PURPOSES RELATING TO APPOINTMENT AND PAYMENT OF PUBLIC FUNDS AND THAT FALSE OR MISLEADING
STATEMENTS MAY CONSTITUTE VIOLATIONS OF SUCH STATUTES OR THEIR IMPLEMENTING REGULATIONS.

(Signature of Approving Supervisor) (Date)

b. THIS JOB DESCRIPTION WITH SUPPLEMENTAL MATERIAL IS ADEQUATE FOR PURPOSE OF EVALUATION.

(Signature of Position Classification Specialist) (Date)

13. STATEMENT OF DUTIES AND RESPONSIBILITIES
Serves as supervisor for the Patient Access Line Service with responsibility to the physician OIC and the Deputy Commander

for Nursing for assessing, planning, implementing and evaluating the care provided to patients calling the service for telephone
triage and patient appointments. Manages nursing activities which contribute to the provision of patient care. Provides care
as an advice nurse.

CLINICAL DUTIES: 25%

1. Provides professional nursing care to patients from birth to geriatrics by telephone contact with indirect physician support.
Based on extensive knowledge of disease procresses and pathophysiology, conducts acurate initial asessment and triage of
patients via telephone dialogue. Utilizes established protocols, policies and procedures included in manual, verbal and
automated instructions to complete a plan of care for the patient and dertermines appropriate referral if necessary. Able to
recongnize life threatening patient scenerios and activate emergency medical services.

2. Demonstrates knowledge of the principles of growth and development over the life span and possess the ability to assess
data reflective of the patient's status and interpret the appropriate information needed to identify each patient's requirements
relative to his/her age-specific needs.

3. Completes competency based orientation. Remains current on all madatory training requirements to include life safety,
infection control, BCLS certification , TQM training and current licensure. Earns a minimum of 20 contact hours of
continuing education per year.

FORM PREVIOUS EDITIONS OF THIS FORM MAY BE USED USAPPC V1.00
DA 374
1 JUN 76 92




SUPERVISORY DUTIES: 75%

1. Plans, directs and supervises the work of subordinate staff
to include 12 registered nurses and 10 appointment clerks
assigned to the Patient Access Line. Plans and established work
schedules. Orients, counsels, evaluates, supervises and provides
continuing educatlon opportunities for assigned staff. Reviews
and develops standard operating procedures as needed to establlsh
standards for subordinates.

2. Part1c1pates in and supports hospital TQM/CQI activities by
participating in clinic and department level QI programs to
include performing quality assessments such as process
1mprovements chart audits, unit level assessments and analys1s
of nursing care using a variety of tools.

3. Participates in hospital and unit activities such as staff
and committee meetings, inservices (as presenter and
participant), staff development and unit level orientation
programs.

4. Completes performance evaluation of subordinates, approves
leave requests and initiates personnel actions. Insures that job
descriptions and performance standards are current and accurately
reflect work being performed and that individual personnel
problems are considered and resolved. Refers more complex
problems to the Chief, Department of Surgery or the Department of
Nursing. Encourages career and self development. '

5. Demonstrates personal leadership in Equal Opportunity.
Factor 1 Knowledge Required by the Pogition Level 1-6,

- Knowledge and skill necessary to provide care appropriate to
the age of the patients serviced by the unit.

- Knowledge of the nursing process and the ability to collect
data and formulate a plan of care for the patient.

- Knowledge of the principles of growth and development over the
life span, methods of assessment reflective of the patient's
status and strategies to interpret the appropriate information.
Knowledge is used to identify each patient's requirements
relative to a specific need and provide the care needed as
described in the unit's policies and procedures.

- Broad knowledge base of professional nursing concepts,
principles and knowledge of clinical medical/surgical nur81ng to
conduct an initial assessment and triage of patients via
telephone dialogue.

- Knowledge to recognize and manage life threatening situations.

- Knowledge of CQI/TQM.
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- Skill in developing and improving approaches, techniques and
procedures to meet education and care requirements.

- Knowledge and skill to direct the work up to 12 registered
nurses and 10 appointment clerks.

- S8kill in both oral and written communications.

- 8kill in motivating individuals and utilizing counseling
techniques.

- Knowledge and skill needed to operate a personal computer
system.

rvi Contr Level 2-4

Works for the physican OIC and under the general administrative
and nursing direction of the Deputy Commander for Nursing. The
nurse performs and plans the work independently in coordination
with the health care team. Determines the focus and priorities
of nursing activities. Uses professional expertise to accomplish
overall objective using available resources. Incumbent keeps the
‘physican OIC and Deputy Commander for Nursing informed of all
personnel or unit problems or accomplishments. Plans, implements
and evaluates nursing care IAW established phllosophy,
objectives, standard operating procedures, profe581onal nursing
standards and physicians's orders. Serves as the nursing expert
on the unit health care team. Work is evaluated by quality
improvement measures.

3. Guidelines: - Level 3-3

Guidelines which form the basis for the supervisory clinical
nurse's decisions, clinical practice and unit management include
established policies, triage and advice protocols and standards
of practice and care. Guidelines are not completely applicable
to every situation. The nurse uses judgement in interpreting and
adapting guidelines, determining appropriate courses of action,
intervening in crisis situations and making adjustments in the
care recommended. After appropriate staffing, modifies or
changes guidelines to meet patient care and admlnlstratlve
requirements and keeps chain of command informed.

4 m xitvy: Level 4-3

Provides and directs comprehensive health care to patients
calling the advice line. This includes assessing, interpreting,
planning, initiating, evaluating and recommending care based on
protocols. Provides counseling and health teaching to patients
and family members Supervises the work of assigned staff who
provide telephone advice and make patient appointments. Develops
and evaluates standards to guide the work performed by assigned
staff.
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5. Scope and Effect: Level 5-3

The scope includes planning, organizing, implementing, evaluating
and revising a plan of care tailored to the individual needs of
the patient. Assessments and judgements are the basis for the
recommendations for care and/or referral and to assess the
effectiveness of the treatment and education plan. Scope also
includes planning and directing section nursing and
administrative functions to provide a functional unit environment
and foster competent nursing care by staff members.

6. Personal Contacts: Level 6-2

Personal contacts are with patients, family members and
significant others, hospital personnel within and outside of the
organization such as physicians, dieticians, nurses and host
nation health care providers. Contacts may be formal or informal
in nature.

7. i n : Level 7-3

Contacts with patients are for the purpose of collecting data,
performing telephone triage, providing recommendations based on
protocols and teaching. Contacts with family members are for the
purpose of collecting data, providing psychosocial support and
instructions about home care. Contacts with the health team are
to provide information regarding the patient and to recommend
modifications of the treatment/education regime. Contacts with
health care providers and hospital administrative staff are for
the purpose of establishing/ revising policies and quality
improvement activities. Contacts with staff members are for the
purpose of providing direction of nursing care and observing/
evaluating daily performance. Contacts with community agencies
are to obtain community resources on behalf of the patient.

1 mands: Level 8-2

The work requires frequent periods sitting and use of a computer
and telephone system.

W vironment: ; Level 9-2
The work is performed in an office. It requires the use of a /

telephone and a computer to include reading of computer screens
for prolonged periods of time.
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APPENDTX M
United States Army Medical Department Activity Heidelberg

Patient Access & Advice Line - PAAL
MARKETING PLAN

Objective:
Promote the new telephonic patient access & advice system, internally within the MEDDAC and
externally to eligible beneficiaries comprising our patient population.

Product/Service:

PAAL is the improved USAMH telephonic patient access & advice system which offers, in addition to
patient appomtments a network of several experienced registered nurses answering patient calls.

These nurses, in collaboration with central appointments personnel, will initiate a triage process
utilizing software based on established algorithms and protocols to provide patients with the proper
care at the propcr tune :

Marketmg Strategy

The markeétirig* plan will 'occur in 3 phases: '
4 Phas¢ 1, fo the Heidelberg military community -
4 Phase 2, to include the Babenhausen military community -

0 . Phase 3, to include the remaining military communities which comprise the MEDDAC
~ ‘area of responsibility; Butzbach, Buedingen, Darmstadt Fnedberg, Hanau,
Mannheun/Worms/Coleman and Stuttgart.

All of the phase 1 marketmg (TV, radio, and print media) must clearly target Heidelberg in order to

- avoid confusion in areas not yet targeted. Phase 2 marketing must clearly indicate the inclusion of

Babenhausen, while phase 3 needs to emphasize the inclusion of the remaining clinics.

Internal marketing will teach us (nurses, appoihtment clerks, PCMs, administrators, etc.) how to
deliver the service. External marketing will teach beneficiaries how to use the service. In order for

. the marketing to be effective, the audience must always be kept in mind.
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PHASE 1 (Heidelberg military community)

Internal -
0

]

o

O 0O 000D

A 00000

o

00000

DATE

2 May 97

5 May 97
*28 April 97

*23 April 97
*21 April 97
*16 April 97
*9 April 97

-2 May 97

2 May 97

*2 May 97

*25 April 97
*21 April 97
*11 April 97

15-22 May 97
*15-22 May 97

2 June 97

*28 May 97
*23 May 97
*15 May 97
*9 May 97
*5 May 97

ACTION

Brief PAAL to executive steering committee:
POC - CPT Ledlow
Present the marketing/implementation plan, manpower/training status

Run internal press release:
POC - LTC Hamilton/Paul

Paul submit internal press release
USAMH newsletter, DON newsletter, MCB newsletter, E-Mail

HSMD return final copy to Paul
Paul submit final proof to HSMD
HSMD return corrected copy to Paul
Paul submit rough to HSMD

" Brief PAAL to clinic chiefs:

POC - CPT Ledlow
Present the product/service, basic clinical policy,
marketing/implementation plan

Clinics submit final appointment protocols:

POC - clinic chiefs

OB/GYN, Pediatrics, Internal Medicine, Optometry, etc.
DCCS return protocols to clinics

DCCS submit protocols to PAAL supervisor

Clinic chiefs submit final proofs to DCCS

DCCS return corrected copies to clinic chiefs

Clinic chiefs submit roughs to DCCS

Train Nurses/Central Appointments Personnel:

POC - HEALTHWISE, Inc.

Use of triage software, integration of clinic protocols

PAAL Supervisor needs to modify current self-care books used with
the PAAL so they coincide with triage software until we purchase the
actual HEALTHWISE self-care books

Distribute brochures/posters explaining PAAL, how it works: -
POC - Paul

Staff duty desk, TRICARE Service Center, Managed Care Branch,
Outpatient Records, Wellness Center/bulletin board, Pediatric Clinic

Paul distribute final product within hospital
Paul pick up brochures/posters from printer
Paul submit final art to printer

HSMD submit w/corrections to Paul

Paul submit roughs to HSMD
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External -

0

0O 000

0 O000 00O

. 0000

DATE

2 June 97
*28 May 97

*23 May 97
*20 May 97
*13 May 97

2 June 97

2 June 97

2 June 97

*2 June 97
*2 June 97
*23 May 97
*15 May 97
*9 May 97
*2 May 97

2 June 97

*9 May 97
*5 May 97
*1 May 97
*21 April 97

Vo

ACTION

Run external press release:
POC - LTC Hamilton, Paul

Paul submit external press release (Adjutant)
Herald-Post, MWR Magazine, R&R Magazine

Paul submit final proof to HSMD, Executive Committee
HSMD return corrected copy to Paul

Paul submit rough to HSMD

Distribute brochures explaining PAAL, how it works:

POC - Paul

Heidelberg PX (inprocessing center), Family Services/family support
groups, High School/Middle School nurses office, Housing office

Distribute posters explaining PAAL, how it works:

POC - Paul o

Heidelberg bulletin boards (Campbell Barracks: outside bank; gym,
PX: inprocessing center; main bus stop; Housing office; bank),
bowling alley, day-care centers

Update current hospital patient information handbook to
assist PAAL personnel with patient appointments and referrals:
POC - Paul

The patient informaﬁon handbook for the Hanau Health Clinic has
been completed recently. Handbooks for each outlying clinic have
been in development (80%) for close to one year (Paul), they have
been on hold pending TRICARE implementation

}:’au.lidistri.bﬁte c'oni;vale‘ted.hahdbdok 'throughout'hospital/inprocessing
Paul submit completed handbook to PAAL supervisor

Paul pick up product from printer

Paul deliver art to printer

HSMD, Executive Committee submit final corrected copy to Paul
Paul submit rough to HSMD, Executive Committee

Begin running AFN TV production spot:

POC - Paul

Run TV spot 2 days per week, 3 times per day for all of July
Run TV spot 1 day per week, 2 times per day for all of August

Paul submit script to AFN

Paul submit final script to HSMD, Executive Committee
HSMD return corrected script to Paul

Paul submit rough script to HSMD for Phases 1, 2 and 3
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0 0o0oo0o

o

2 June 97

*9 May 97
*5 May 97
*1 May 97
*21 April 97

2 June 97
*20 May 97

*15 May 97
3 June 97

16, 30 June 97

*10 June 97
*4 June 97

Begin running AFN Radio production spot:

POC - LTC Hamilton, Paul

Run Radio spot 2 days per week, 3 times per day for all of May
Run Radio spot 1 day per week, 2 times per day for all of June

Paul submit script to AFN

Paul submit final script to HSMD, Executive Committee
HSMD return corrected script to Paul

Paul submit rough script to HSMD for Phases 1, 2 and 3

Run Single line notice on LES:
POC - Paul

Submit text to 266th finance to print on LES
Per Heidelberg UPCs/UICs or APOs?

Paul write text (HSMD)

Brief PAAL at BSB meeting:
POC - CPT Ledlow '

Present the product/service, marketing/implementation plan, distribute

flyers & brochures

Present PAAL at Monday Self-Care class:
POC - PAAL Supervisor

Explain PAAL concept to beneficiaries and teach them how to use it

Preventive Medicine return corrected outline to PAAL Supervisor
PAAL Supervisor submit class outline to Preventive Medicine
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PHASE 2 (Bahenhausen military community):

Internal -

a

O

ocoo o o

External -

o

oooo

DATE
11 July 97

11 July 97

*30 June 97

11 July 97

*16 Juné 97

11 July 97
*11 July 97

*25 June 97
*20 June 97
*10 June 97

DATE

20 June 97

*20 June 97

*S5 June 97
*15 May 97
*12 May 97
*2 May 97

ACTION

Brief Clinic (Commander, XO, staff, PCMs, MCP POC):

POC - CPT Ledlow

Present the product/service, marketing/implementation plan, distribute
flyers & brochures

Run internal press release (to include basic clinical policy):
POC - clinic XO

Paul submit internal press release to clinic (from Heidelberg template)
Clinic newsletter, E-Mail (CC:mail, CHCS Mailman) to group lists
within the clinic

Distribute brochures/posters explaining PAAL, how it works:
POC - clinic XO
Staff duty desk, TRICARE Service Center, Outpatient Records

Deliver materials to POC for internal & external marketing
(how many? brochures, posters)

Clinic submit final appointment protocbls:
POC - clinic XO

DCOC return protocols to clinic
DCOC submit protocols to PAAL Supervisor

Clinic XO submit final proof to DCOC
DCOC return corrected copy to clinic XO
Clinic XO submit rough to DCOC

ACTION

Update current Babenhausen patient information handbook to
assist PAAL personnel with patient appointments and referrals:
POC - Paul '

Babenhausen handbook was the original prototype for all outlying
clinic handbooks and is 90% completed

Paul deliver completed handbooks to XO
(How many? Patient Information Handbooks)

Paul submit completed handbooks to PAAL Supervisor for use by
triage personnel

Paul pick up product from printer
Paul deliver art to printer
XO submit corrected handbook to Paul

POC submit roughs to XO
Clinic XO, CDR and HBA should proof the handbook
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4 August 97

*28 July 97

4 August 97

4 August 97

S August 97

15 August 97

*8 August 97
15 August 97

*8 August 97
15 August 97

*21 July 97

Run external press release:
POC - clinic XO

Paul submit external press release to clinic (from Heidelberg template)
Babenhausen paper, MWR Magazine, R&R Magazine

Distribute brochures explaining PAL, how it works:

POC - clinic XO

Babenhausen/Darmstadt PX, Family Servzces/famzly support
groups, High School/Middle School nurses office, Housing office

Distribute posters explaining PAL, how it works:

POC - clinic XO

Babenhausen/Darmstadt PX, Family Services/family support
centers, High School/Middle School nurses office, Housing office
Babenhausen bulletin boards, bank, bowling alley, day-care centers

Brief PAAL at BSB meeting:

POC - CPT Ledlow

Present the product/service, marketing/implementation plan, distribute
flyers & brochures

Begin running AFN TV production spot:

POC - LTC Hamilton, Paul

Run TV spot 2 days per week, 3 times per day for all of July
Run TV spot 1 day per week, 2 times per day for all of August

Paul notify AFN when to run

Begin running AFN Radio production spot:

POC - LTC Hamilton, Paul

Run Radio spot 2 days per week, 3 times per day for all of July
Run Radio spot 1 day per week, 2 times per day for all of August

Paul notify AFN when to run

Run Single line notice on LES:
POC - Paul

Paul submit text to 266th finance to print on LES
Per Babenhausen UICs or APOs?
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PHASE 3 (Butzbach, Buedingen, Darmstadt, Friedberg, Hanau,
Mannheim/Worms/Coleman, and Stuttgart military communities):

Internal - DATE

] 1 Oct 97

a 1 Oct 97

a *19 Sept 97
Q 1 Oct 97

a *10ct 97
a *25 Sept 97
O *19 Sept 97
a *10 Sept 97
a 1 Oct 97

Q *15 Sept 97

External - DATE

Q 1 Oct 97
(| *25 Sept 97
Q *15 Sept 97
a *1 Sept 97

ACTION

Brief Clinics (Commander, XO, staff, PCMs, MCP POC):

POC - CPT Ledlow

Present the product/service, marketing/implementation plan, distribute
flyers & brochures '

Run internal press release (to include basic chmcal policy):
POC - clinic XOs

Submit internal press release (from Heidelberg template)
Clinic newsletter, E-Mail (CC:mail, CHCS Mailman) to group lists
within the clinics

Clinics submit final appointment protocols:
POC - clinic XOs

DCOC submit protocols to PAAL Supervisor
Clinic XO submit final proof to DCOC
DCOC return corrected copy to clinic XO
Clinic XO submit rough to DCOC

Distribute brochures/posters explaining PAAL, how it works:
POC - clinic XOs
Staff duty desk, TRICARE Service Center, Outpatient Records

Paul deliver materials toXOs for internal & external marketing

(how many -  Buedingen? brochures, posters
Butzbach? brochures, posters
Darmstadt brochures, posters
Friedberg brochures, posters
Hanau brochures, posters
Mannheim brochures, posters
Stuttgart brochures, posters

ACTION

Update remaining MTF patient information handbooks to
include information about PAAL:

POC - Paul

Clinic XOs, CDRs and HBAs should proof the handbook

Paul (DCOC) deliver completed handbooks to XOs
Paul (DCOC) submit completed handbooks to PAAL Supervisor for
use by triage personnel

XOs deliver corrected handbooks to Paul

Paul deliver roughs to XOs

102




Q 15 Oct 97 Distribute brochures explaining PAL, how it works:
POC - clinic XOs (will have brochures)
PXs, Family Services/family support groups, High School/Middle
School nurses offices, Housing offices

a 15 Oct 97 Distribute posters explaining PAL, how it works:
POC - clinic XOs (will have posters)
Community bulletin boards, PXs, Bowling Alleys, Day-Care Centers

a 15 Oct 97 Brief PAAL at BSB meeting:
POC - CPT Ledlow
Present the product/service, marketing/implementation plan

a 15 Oct 97 Run external press release:
POC - clinic XOs
Q *29 Sept 97 Paul deliver external press release to clinics (from Heid template)

Babenhausen paper, MWR Magazine, R&R Magazine

Q 3 Nov 97 Begin running AFN TV production spot:
: POC - Paul
Run TV spot 2 days per week, 3 times per day for all of September
Run TV spot 1 day per week, 2 times per day for all of October

a *15 Oct 97 Paul notify AFN when to run
Qa 3 Nov 97 Begin running AFN Radio production spot:
POC - Paul

Run Radio spot 2 days per week, 3 times per day for all of September
Run Radio spot 1 day per week, 2 times per day for all of October

Q *150ct 97~ Paul notify AFN when to run
Q 3 Nov 97 Run Single line notice on LES:
POC - Paul
a *20 Oct 97 Submit text to 266th finance to print on LES

Per remaining UICs or APOs?

Potential Threats:

Internal - . Incompatability between triage software and CHCS

. Inadequate training/support from HEALTHWISE, Inc.

. Friction between clerks and RNs regarding responsibilities/workload
. Unclear or unenforced USAMH policy regarding the ISN

. Telephone/computer problems

. Quality assurance/UM problems

AW AW

External - . Patient opposition to triage, nurses seen as barrier to doctor or simply unqualified
. Conflicting marketing (triage as the gateway or PCM as the gateway)
. Top-driven switch to a centralized European triage center

. Overall failure of TRICARE

B W -
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PAAL Marketing Timeline:

APRIL

MAY

JUNE

JULY

Paul generate internal press release
for Heidetberp Hospital

CPT L brief PAAL 1o Executive
Steering Committee

Paul distribute posters & brochures
internafly within hospital

CPT L brief Babenhausen clinic
commander, X0, PCMs, staff

hospital clinics correct protocols

Paul run internal press releass for
Heidelberg Hospital

Paul distribute posters & brochures
externally to Heidelberg community

Babenhausen run internal press
release

Paul submit AFN TV, Radio roughs

CPT L brief PAAL to Clinic Chiefs

for

Rahenh

Paul run external press
Heidelberg area

X0 distribute posters
& brochures internally

Paul submit Hanau patient info
handbook prototype to other clinics

hospital clinics submit final protocols

Pau) distribute hospital patient info
handbook within hospital & to PAAL

Babenhausen submit final protocols

HEALTHWISE train nurses and
central appts personnel

AFN begin running Heidetberg TV,
Radio spots

Paul submit external press release
for Babenhausen area

Paul generate PAAL posters &
brochures (Rhodelheim & my printer)

Paul run single-ine notice per
Heidelberg APOs

Paul submit LES single-line notice
per Babenhausen APOs

Paul generate external press release
for Heidelberg .

CPT L brief PAAL at BSB meeting

Paul generate LES sinple-line notice
per Heidelberg APOs

PAAL supervisor present PAAL at
Self-Care classes

Paul correct current hospital patient
info handbook

Pau! submit internal press selease to
Babenhausen clinic

Paul correct Babenhausen patient
info handbook

Paul deliver posters & brochures to
Babenhausen clinic

Babenhausen clinic correct protocols

Paul defiver Babenhausen patient
info handbook ta clinic and PAAL

AUGUST

SEPTEMBER

OCTOBER

NOVEMBER

Babenhausen run external press
release

Paul correct remaining clinic patient
info handbooks {cont...)

CPT L brief PAAL to remaining clinic
commanders, X0s, PCMs, staff

AFN begin running TV, Radio spots

Babenhaussn X0 distribute posters
& brochures externafly

Paul submit internal & extsrnal
press relsase for ramaining clinics

CPT L brisef PAAL at BSB meetings
for remaining clinic areas

Paul run single-line notice per
remaining clinic area APOs

CPT L brief PAAL at Babenhausen
BSB mesting

temaining clinics carrect protocols

Paul tun internal & external press
release for remaining clinic areas

AFN begin running Babenhausen TV,
Radio spots

Paul distribute posters & brochutes
to remaining clinics

remaining clinics submit final
protocols

Paul run single-line notice per
Babenhausen APOs

X0s for remaining clinics distribute
posters & brochures internally &
externally

Pau! correct remaining clinic patient
info handbooks
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